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My observations are based on a study of my patients 
during the past ten or more years. The majority of these 
cases have been patients in either the general or private 
wards of St. Mark’s Hospital, where we have a well- 
organized ‘‘ follow-up system,’’ and so the patients are 
kept under constant supervision. Almost all the speci- 
mens, whether removed in hospital or elsewhere, have 
been examined by Dr. Cuthbert Dukes, pathologist to 
St. Mark’s Hospital, and classified according to the now 
generally accepted scheme of A, B, and C cases. 


Classification of Growths 


An A case is one in which the growth is still confined 
to the bowel wall and has not spread to the extrarectal 
tissues. (See Figs 1, 2, 3, 8, and 9.) 

A B case is one in which extrarectal spread has taken 
place, but the regional lymphatic nodes are not involved. 
(See Figs. 4, 5, 10, 11, 12, 13, and 17.) 

A C case is one in which the regional nodes are invaded 
by growth. (See Figs, 6, 74, 7B, 14, 15, and 16.) 

A further subdivision into C 1 and C 2 cases has been 
suggested: a C I case implying malignant invasion of the 
lymph nodes below the point of ligation of the inferior 
mesenteric vessels, and a C 2 case one in which the lymph 
nodes at the site of ligation, and even above this level, 
are involved. 

Another classification of malignant tumours is that of 
Broder, and is based on cell differentiation. Four grades 
are distinguished: Grade 1, in which from 100 to 75 per 
cent. of differentiated malignant cells are present ; Grade 2, 
75 to 50 per cent. ; and Grades 3 and 4, in which the 
cells show irregularity of structure and a large proportion 
of undifferentiated cells are present. 

It is of interest to note that in a series of cases examined 
by Dukes at St. Mark’s Hospital most of Grade 1 were 
A cases, whereas Grades 3 and 4 were for the most part 
C cases, but the majority of the tumours in all grades 
belonged to Grade 2. 


Lines of Spread of Carcinoma 


At St. Mark’s Hospital the specimens removed by opera- 
tion are systematically examined. The growth is freely 
sectioned, and all the lymph nodes are dissected out and 
examined microscopically. The superior haemorrhoidal 
vein is also carefully examined. Cancer of the rectum 
spreads by three distinct paths: (1) by direct extension 
into the surrounding tissues, both on the surface and deep 
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to it ; (2) by the lymphatics ; and (3) by the veins. In 
the early stages the disease is a local one, and a modified 
and local excision, such as by the perineal route, is 
sufficient to eradicate the disease. 

One can often diagnose an early case (that is, an A 
case or one in which the disease is still confined to the 
bowel wall) by digital examination of the rectum. Such 
growths are polypoid and protuberant, with little if any 
ulceration in the centre, and are mobile. As the growth 
infiltrates the wall superficial necrosis and ulceration takes 
place. A ‘deeply ulcerated and fixed growth is either 
a B or a C case. 


Lymphatic Spread 

Dukes has shown that infiltration of the bowel wall 
by lymphatic spread is a slow process, taking many weeks. 
In a large series of A cases (growths confined to the 
bowel wall) it has been shown that there was not a single 
example of lymphatic metastasis. This is a most impor- 
tant observation clinically as well as pathologically, since 
the presence of enlarged glands in the mesocolon found 
on abdominal exploration does not of necessity imply that 
they are infected with malignant disease. The enlarge- 
ment is often of a chronic inflammatory nature. 

Harrison Cripps held the view that rectal carcinoma was 
a local disease at the onset, the growth eventually per- 
forating the bowel wall and invading the perirectal tissues, 
lymphatic and glandular infection being late manifesta- 
tions. Hence early diagnosis and early excision lead to 
a very favourable prognosis. In such cases the operation 
need not be a very extensive one. 

I remember quite well that in cases of early carcinoma 
of the rectum the late Mr. Clutton, whose house-surgeon 
I was at St. Thomas’s Hospital, laid stress on the impor- 
tance of resecting the growth with 1/4-inch free margin 
all round. This he used to do by pararectal incision, 
removal of the coccyx, freeing the rectum, and local 
excision of the tumour, with subsequent closure of the 
bowel wall. I can assure you that Mr. Clutton achieved 
some excellent results. 

The lymphatic spread in cancer of the rectum has 
recently been thoroughly worked out at St. Mark’s Hos- 
pital, and the results of this investigation have been 
embodied in a most valuable article written by Gabriel, 
Dukes, and Bussey.' The following are some of the con- 
clusions which have been arrived at as a result of this 
investigation. 

‘‘1. That in cases of cancer of the rectum treated by 
radical excision the prognosis depends to a large extent on 
whether or not the lymphatic glands contain metastases. 
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Quoting from the follow-up records at St. Mark’s Hospital, 
it has been shown that in the A group of cases removed by 
perineal excision 91 per cent. of the operation survivals are 
alive after five years ; in the B cases with extrarectal spread 
but no glandular metastases 64 per cent. In the C cases 
with glandular metastases only 16 per cent. of cases of perineal 
excision survived the five-year limit. It is therefore obvious 
from this series of cases that the perineal excision has been 
very satisfactory in the A group of cases, fairly satisfactory 
in the #& group, but unsatisfactory in the C group. 

‘‘ The course of lymphatic dissemination was found to be 
as follows. The first glands to be affected were those in the 
immediate vicinity of the growth, after which a continuous 
spread takes place along the glands accompanying the superior 
haemorrhoidal vessels. It is the exception for the higher 
glands to be affected, unless the regional glands in the 
immediate vicinity of the growth are also involved. <A few 
isolated cases, however, have been recorded. 

‘““Lymphatic spread is rarely, if ever, in a downward 
direction. Unless the lymphatic channels are all blocked no 
downward or lateral lymphatic spread is found, but when 
carcinomatous metastases are present in all the haemorrhoidal 
glands then there may be extension in other directions. Miles 
has stated that the paracolic glands situated along the mesen- 
teric border of the pelvic colon are often the seat of metastatic 
deposits. Only one example of this was found in the 100 
cases of glandular dissection, and this was a very advanced 
case, in which all the lymphatic nodes and vessels were 
infiltrated with growth. 

““In the 100 gland dissections lymphatic metastases were 
found in sixty-two cases; the majority of these, however, 
were C I cases, and only a few C 2 cases, in which the disease 
had spread by lymphatic channels to the limit of surgical 
removal.’’ 

It is interesting to note from a study of the investiga- 
tions already referred to that in the majority of the C 1 
group of cases the regional lymphatic nodes in the im- 
mediate neighbourhood of the growth were the only glands 
‘aivolved. It would seem probable, therefore, that with 
carcinoma involving the lower part of the rectum an 
extensive perineal excision might be quite effective in 
extirpating the disease in a number of C 1 cases. (See 
Figs. 6, 7A, and 7B.) 

This has been borne out as shown by a consideration 
of my own cases, in which there are several CJ] cases 
alive and well ten years, seven years, and five years 
respectively after a perineal excision. In this counexion 
I think it should be borne in mind that the operative 
mortality from perineal excision is almost nil, whereas it 
is still quite appreciable in cases of abdomino-perineal or 
perineo-abdominal excision. Until recent years it has been 
my practice to remove the rectum by perineal excision 
wherever possible, and [I still believe that this is the correct 
line of treatment with growths low down in the rectum. 
Of course the perineal method of approach is quite un- 
suitable for growths involving the upper part of the 
rectum, or recto-sigmoidal region, when an operation of 
greater magnitude is necessary. (See Figs. 8, 9, 11, 12, 
13, and 14.) 


Venous Spread 


Venous spread in cases of carcinoma of the rettum has 
only been systematically investigated during the past year 
at St. Mark’s Hospital. 

It usually occurs in the C group of cases. It may, 
however, arise in any group of cases, and would furnish 
a feasible explanation for death occurring at a later date 
from metastatic deposits in the liver. If discovered on 
examination of the specimen removed the prognosis is 
obviously very grave. (See Fig. 11.) 


Pathological Details 
The association of adenomata with rectal carcinomata 
has been proved as the result of observations carried out 
by Dukes. Examination of such adenomata at a distance 
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from the original growth has, in certain cases, shown 
evidence of early carcinomatous changes. (See Figs. 15 
and 17. The latter is alive and weil twelve years after 
operation.) The occurrence of multiple malignant growths 
in the rectum and colon may be explained by simul- 
taneous carcinomatous changes in established adenomata. 
So-called ‘‘ recurrences ’’ after excision of the rectum for 
carcinoma are, without doubt, in many cases the result of 
other unsuspected adenomata taking on malignant pro- 
perties, and so are not recurrences in the true sense of 
the word. 

As I have previously pointed out in a_ presidential 
address on multiple malignant growths, given at the Royal 
Society of Medicine,? several primary malignant tumours 
may exist at the same time, especially in the rectum and 
colon. We have many examples of this in our museum 
at “St. Mark’s Hospital, and I am showing a specimen 
which I removed recently in which two malignant growths 
are present in the rectum. 

It is important to remember the possibility of multiple 
lesions when exploring the abdomen as a preliminary to 
an excision of the rectum ; a few minutes spent in pal- 
pating the colon may occasionally alter one’s plan of 
procedure. To illustrate this point I would mention the 
case of a man aged 70, who came under my care for 
acute intestinal obstruction. Digital examination of the 
rectum revealed the presence of a large growth, completely 
blocking the bowel. On making an incision to perform 
a left iliac colostomy the portion of pelvic colon which 
presented showed the presence of another growth. Further 
abdominal exploration revealed a third large growth in 
the transverse colon, which was the main obstructing 
agent. The colostomy had to be made in the transverse 
colon proximal to this growth. I can also record a similar 
condition in an elderly lady, where a growth in the rectum 
and pelvic colon coexisted, necessitating a_ transverse 
colostomy instead of a left iliac colostomy as planned 
before abdominal exploration. 

To illustrate this point further, I remember removing 
a growth of the lower pelvic colon by Hartman's operation 
—namely, resection of the tumour by the abdominal 
route, closure of the lower end, and bringing the upper 
end out as a terminal colostomy. A short time after- 
wards, on straining, a polypus prolapsed through the 
colostomy. This was ligatured and removed in_ situ, 
Microscopical examination proved that this was also a 
malignant growth. Carcinoma of the rectum undoubtedly 
starts in a preformed adenoma or papilloma. The 
practical lesson to be learned is that all adenomata or 
papillomata found during routine examination of the 
rectum or pelvic colon-—for example, by proctoscopy of 
sigmoidoscopy—-should be removed. 

I am showing a specimen of a polyp removed from the 
pelvic colon. This polyp had a leng stalk, and could be 
seen quite easily with the sigmoidoscope. It was removed 
by an abdominal operation and incision of the colon, 
Microscopically the stalk and most of the tumour were 
benign in character, but several areas of malignant trans- 
formation were present in the free end of the tumour. 
(See Fig. 18.) This adenomatous condition already re 
ferred to must not be confused with polyposis intestini, 
which is a familial condition following the Mendelian law 
and in which sooner or later malignant changes occur. 

From the foregoing observations one may, I think, 
justifiably draw the following conélusions. 


1. In carcinoma of the rectum the prognosis largely 
depends on whether the case belongs to the A, B, or 
C group. 

2. The prognosis is very grave if microscopical examina- 
tion of the specimen removed shows evidence of malignant 
invasion of the superior haemorrhoidal or inferior mesen- 
teric veins, 
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3. The immediate mortality is much greater after an 
excision of the abdomino-perineal or perineo-abdominal 
type than after a perineal excision. 

4, Adenomata or polypi must be regarded as a potential 
source of danger, and should be removed whenever dis- 
covered on routine examination with such instruments as 
the proctoscope or sigmoidoscope. 

5. Death from so-called recurrence some years after | 
excision of the rectum for malignant disease is in certain 
cases not strictly the result of recurrence of the original 
tumour removed, but may be due to subsequent malignant 
changes occurring in adenomata in other portions of the 
colon. 

Diagnosis 

The disease is often most insidious in onset, and the 
history may be most misleading. This is especially the 
case with growths in the recto-sigmoidal region, where 
gradually increasing constipation results, but no serious 
notice is often taken of this by the patient until obstruc- 
tion becomes marked. The passage of blood and slime in 
such cases is often considered by the patient to be due to 
piles, and no advice is sought until the disease is advanced, 
On the other hand, growths in the lower part of the 
rectum usually give rise to frequent and ineffectual calls 
to stool, with passage of blood and mucus. In such cases 
advice is sought at an earlier date. This is especially so 
when the growth encroaches on the anal canal, when pain 
is felt. 

I need hardly point out the importance of digital exam- 
ination of the rectum as part of the routine investigation 
of a patient, whether rectal symptoms are mentioned or 
not. One can be so easily “‘ caught out ’’ if such an exam- 
ination is neglected. To quote one example, I remember 
being asked to see a patient with an abdominal tumour, 
supposed to be a carcinoma of the transverse colon. On 
digital examination of the rectum an extensive growth was 
evident ; the abdominal tumour was a collection of faeces. 

Many cases of carcinoma of the rectum are missed as 
the result of neglecting to pass a finger. No physician 
would neglect to listen to the chest of a patient with the 
stethoscope, whatever the complaint ; similarly, no exam- 
ination of a patient is complete without an examination 
of the rectum. In the majority of cases a growth in the 
rectum or recto-sigmoidal region can be felt by means of 
the examining finger. In certain cases, however, doubt 
may arise as to the diagnosis, when sigmoidoscopy is 
essential. It is our custom at St. Mark’s Hospital to 
remove a portion for microscopy of any tumour seen with 
the sigmoidoscope. This is done by means of Brunings’s 
forceps, when in most cases a definite diagnosis can be 
established within twenty-four or thirty-six hours. 

I would here stress the fallacy which may occur if a 
barium enema with x-ray examination is relied upon for 
the diagnosis of carcinoma of the recto-sigmoidal region 
or pelvic colon. The growth may be too high to be felt 
with the finger, and a barium enema may give a negative 
result, since the recto-sigmoidal region and lower portion 
of pelvic colon may be masked by the shadow of the 
barium-filled rectum. Sigmoidoscopy in such a case is 
essential. I had a case of this nature recently, where 
sigmoidoscopy. revealed the presence of a growth in the 
lower pelvic colon after digital examination and barium 
enema had yielded a negative result. 

Again, during the routine examination of a patient com- 
plaining of piles an unsuspected carcinoma may be dis- 
covered. Every patient with piles admitted for operation 
to St. Mark’s Hospital is examined with the sigmoidoscope, 
either in the out-patients’ department or after admission 
to hospital, in order to exclude the presence of malignant 
disease. In a certain percentage of cases systematically 
examined in this way a carcinoma is revealed higher up 
the bowel. 


Operative Technique 

I do not propose to go into details with regard to the 
various methods employed for removal of the rectum for 
carcinoma. The perineal operation is usually performed 
in two stages—namely, abdominal exploration and colo- 
stomy, followed after a fortnight or three weeks by an 
excision by the perineal route. Very little shock results, 
and the operation mortality is almost nil. The abdomino- 
perineal and perineo-abdominal operations may be per- 
formed in one or two stages, depending on the presence 
or otherwise of any degree of obstruction. 

At St. Mark’s Hospital we rather favour the perineo- 
abdominal route, for the following reasons: 

1. If after setting out to perform a perineal resection it 
is found that the disease extends higher in the bowel one 
can continue the operation as a perineo-abdominal excision. 

2. It is much easier to close the pelvic peritoneum when 
the pelvis has been emptied of the rectum and pelvic 
colon than it is when these have been doubled down into 
the pelvic cavity, as in an excision by the abdomino- 
perineal route. Incidentally, it is a great advantage in 
stout patients to have an empty pelvic cavity before 
refashioning the floor of the pelvis. 

3. In either case a blood transfusion given soon after 
the operation is essential ; it has been the means of con- 
siderably lowering the operation mortality. 

In the radical cure of carcinoma of the rectum a per- 
manent colostomy is usually essential, although some 
successful results have been recorded in which the normal 
passage has been restored. Conservative resection of the 
rectum for carcinoma, with or without a preliminary and 
temporary colostomy, is in my opinion only justifiable in 
very early cases in which the patient absolutely refuses 
to be left with a permanent colostomy. 


Radium Therapy 

Radium has a place in the treatment of inoperable 
carcinoma of the rectum proper. (I am not referring to 
epithelioma of the anus, which responds extremely well 
to radium treatment.) In such cases a preliminary colo- 
stomy is advisable, since one has a much cleaner field to 
start with for interstitial irradiation, and usually the cure 
is associated with much fibrosis and stenosis of the lumen. 

I would mention two cases of inoperable carcinoma of 
the rectum in women treated by interstitial irradiation ; 
in one the growth was beginning to ulcerate through the 
posterior vaginal fornix. Both of these patients are in 
good health five and a half years after treatment, but in 
both the rectum is almost completely stenosed. 

My best thanks are due to Dr. Cuthbert Dukes, pathologist 
to St. Mark’s Hospital, for the preparation and examination 


of the specimens removed ; also to Mr. H. J. R. Bussey, 
research assistant at St. Mark’s Hospital. 
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The annual general meeting of the Union Thérapeutique 
will be held on October 14th, at the Faculty of Medicine, 
Paris, under the presidency of Professor Loeper. In the 
morning there will be considered the organization of the 
control of drugs; the insulin and dietetic treatment of 
diabetes ; the basis of ascorbic acid therapy ; methods of 
restoration to life ; pyrotherapy in the medical complica- 
tions of gonorrhoea ; and the surgical treatment of asystole 
by total thyroidectomy. In the ‘afternoon there will be 
a general meeting to diseuss the treatment of migraine 
om the points of view of the therapeutics of vascular 
spasms, hepatic medication, and methods of employing 
alteratives. The annual subscription for membership of 
the Union Thérapeutique is 20 francs. Inquiries should 
be addressed to the general secretary, Dr: G. Leven, 
Rue de Téhéran, Paris, 8éme. 
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It is the general experience of those whose work is con- 
cerned with the treatment of gynaecological disease that 
parturition is ultimately responsible for a considerable 
proportion of the invalidism with which they have to 
deal. The importance of childbirth in this regard is 
reflected in the large number of gynaecological patients 
who relate their disability to a previous pregnancy or 
labour. In this communication, however, I wish to 
approach the subject of obstetrical injuries and their 
sequelae from the obstetrical rather than the gynaeco- 
logical standpoint. I propose to refer only to the more 
common types of injury, and to consider how these are 
produced, how far they are avoidable, and to what 
extent subsequent ill-health may prevented or 
minimized. 


Anatomical Considerations 

As a preliminary it is necessary shortly to revise certain 
anatomicai considerations which will assist to a clearer 
understanding of the mode of production and of the 
consequences of the various injuries described. The 
uterus and adjacent pelvic structures are maintained in 
their normal position by a number of agencies, of which 
the two most important comprise: (1) a_ specialized 
arrangement of the pelvic fascia ; and (2) the pelvic 
floor. 

The pelvic fascia, which contains a_ considerable 
admixture of fibro-muscular tissue, is so disposed around 
the isthmus of the uterus as to constitute a powerful 
suspensory presence of non-striped 
muscular tissue in the pelvic fascial layers may de 
inferred clinically from the ease with which the cervix 
can be drawn down towards the vulva in the anaes- 
thetized as compared with the conscious patient, and 
can be demonstrated histologically in tissue removed at 
operation. From either side the fascia converges on the 
cervix and to a limited extent on the vault of the vagina 
in the form of the lateral or transverse cervical ligaments. 
From before backwards the fascia extends from the pubes 
to the cervix, embracing the neck of the bladder, and 
posterior to the cervix, passing upwards and backwards 
to the sacrum as the utero-sacral ligaments, as well as 
downwards in the recto-vaginal septum as the rectal 


apparatus. The 


fascia. The pubo-cervical- segment of the fascia assists 
in the support of the bladder, and also, in virtue of the 
non-striped muscular tissue it contains, serves to reinforce 
urinary control. While the individual is at rest the 
bladder sphincter is adequate to prevent the escape of 
urine. On exertion, however, the action of the sphincter 
is normally supplemented by contraction of the pubo- 
cervical fascia. If this tissue has been damaged or is 
constitutionally feeble the bladder is continent,while the 
patient is at rest, but if the tension in the bladder is 
suddenly increased by such exertions as running, cough- 
ing, or laughing, dribbling of urine or “‘ stress incon- 
tinence’’’ occurs. 

The pelvic floor, and especially its posterior segment, 
provides the second chief support of the pelvic viscera. 
Its main constituents are the levator ani and _ perineal 
group of muscles, which, with their associated fascia, 
form a strong sling embracing the vagina and rectum 
and sustaining them, and indirectly the uterus and 
bladder, from below. 
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Over-stretching of Anterior Vaginal Wall 

While much of the disability that follows childbirth 
occurs in consequence of intervention which is neither 
judicious nor skilful, I want first to deal with an injury 
which may result from an unwise conservatism in regard 
to forceps delivery. It consists in an over-stretching of 
the vaginal walls and subjacent tissues, especially the 
pubo-cervical fascia, as the result of the head being 
allowed to remain for an undue time in the lower part 
of the vagina. Eventually delivery may be completed 
spontaneously or by forceps and possibly without any 
skin tear, but the vaginal tissues and underlying fascial 
plares have been over-stretched to such an extent and 
for so long that their elasticity and tone are permanently 
lost. Prolapse of the vaginal walls with cystocele forma- 
tion and generally with incontinence of urine is a common 
result. 

This development may follow one prolonged labour in 
which assistance has been unwisely and _ unnecessarily 
withheld, or it may not appear until the tone of the 
vaginal walls and subjacent tissues has been impaired 
by repeated child-bearing. I do not wish to give the 
impression that I am advocating a more frequent resort 
to the use of forceps in obstetrics generally, but it is 
necessary to emphasize the difference between applying 
forceps when the head is in the cavity or at the brim 
of the pelvis, and applying them when the head is 
showing at the vulva. Conservatism in respect of the 
latter operation is occasionally carried too far. 


Injury to Pelvic Floor 

A second type of injury consists in over-stetching or 
laceration of the pelvic floor, and again the consequences 
of this may appear after one difficult labour or may 
represent the cumulative effects of a series of labours 
in each of which trauma has been less severe. If the 
injvty is not suitably repaired, or if healing is unsatis- 
factory, some degree of genital prolapse inevitably 
follows. Essentially this is due to lack of support from 
below, together with the alteration in the anatomy of 
the vagina which follows, for instead of being capacious 
above and narrow below the vaginal canal becomes 
cylindrical, and the axis of the vagina tends to be more 
vertical and less oblique than normal. 

Prolapse of the anterior vaginal wall with cystocele 
formation is the first and commonest sequel to pelvic 
floor damage, and for many years may be unassociated 
with any other disability. Provided the upper supports 
of the uterus—namely, the lateral cervical ligaments— 
have not been impaired, prolapse of the uterus itself is 
a late development and may not appear till many years 
have elapsed. In time, however, these ligaments yield 
to the constant and progressive downward traction of 
the vaginal walls on the cervix, and descent of the uterus 
occurs. Not infrequently this development appears at, 
or shortly after, the menopause, probably in consequence 
of the general atrophy of the pelvic structures which 
follows cessation of normal sexual activity. In such 
cases, where prolapse of the uterus is a late phenomenon, 
the supravaginal cervix may become markedly elon 
gated as the result of the constant downward traction 
of the vaginal walls on the vaginal cervix, countered 
by the action of the intact lateral cervical ligaments 
attached to the uterine isthmus. 


Damage to Lateral Cervical Ligaments 
A third type of injury is that which is associated with 
the application of forceps before the cervix is fully 
dilated. When traction is exerted the head and cervix 
are drawn down together towards the vulva ; if the cervix 
is unusually soft it will split to allow the head to pass, 
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and the lateral cervical hgaments may escape damage. 
In such cases prolapse of the uterus does not necessarily 
follow ; indeed, the subsequent scar tissue that forms 
round the torn cervix may so fix the uterus that pro- 
lapse never occurs. In general, however, the cervix does 
not give way until it has been drawn down so far that 
the lateral ligaments are seriously over-stretched or torn. 
Prolapse of the uterus is then inevitable, and is, as a 
rule, an early development, appearing within a few weeks 
or months of delivery. 

Where forceps are applied after the cervix is fully 
dilated but while the head is still high in the vagina, 
strong traction must generally be applied, and the vaginal 
walls tend to be drawn down in advance of the head. 
Through the attachment of the vaginal walls to the 
cervix, and to a less extent to the lateral cervical liga- 
ments, these ligaments again are over-stretched and 
prolapse of the uterus will follow. 

It is further obvious that in both these types of 
delivery the lower genital tract, instead of being expanded 
gradually, as occurs in normal labour, is rapidly and 
forcibly distended in the process of extraction, and 
tearing of the vaginal walls and separation from their 
subjacent supports is inevitable. In forceps delivery of 
this kind injury is unavoidably extensive, and prolapse 
of the uterus and adjacent viscera generally appears 
within a few months of delivery. 


Laceration of the Cervix 


Laceration of the cervix is the commonest of all 
obstetrical injuries, for some degree of tearing occurs in 
every first labour ; but if complete dilatation and efface- 
ment of the cervix have taken place naturally the injuries 
are as a rule superficial, and there is healing without 
subsequent disability. Occasionally, however, serious 
tearing of the cervix may be found to have occurred 
after a labour which has been completely spontaneous. 
In my experience this accident happens less frequently 
in association with precipitate labour, which is generally 
believed to involve trauma of this kind, than in a labour 
in which the membranes have ruptured prematurely and 
in which the first stage has been seriously prolonged. In 
this type of labour the cervix not infrequently becomes 
oedematous and friable, and may tear deeply before full 
dilatation takes place. 

Interference of any kind with the natural process of 
dilatation constitutes by far the most frequent cause of 
laceration of the cervix. If the cervix is dilated manually, 
no matter how slowly and gently ; if forceps are applied 
before the cervix is fully effaced, no matter how carefully 
the rim of the cervix may be “‘ shoe-horned ’’ over the 
head ; or if an attempt is made, no matter with what 
dexterity, to extract the breech or after-coming head 
before the cervix is fully dilated, tearing will occur to 
such an extent as to cause subsequent disability. 


Injury to the Rectal Fascia 


The appearance of a trickle of blood at the vulva 
towards the end of the second stage of labour, and 
often noticed as the head recedes in the intervals between 
the pains, is generally a sign of tearing of the posterior 
vaginal wall. Such a tear may occur without any breach 
of the skin perineum, and when it is suspected its extent 
and depth should be determined by separation of the 
labia and the insertion of the gloved forefinger into the 
vagina. If the rectal fascia should be involved, the 
anterior wall of the lower part of the rectum will herniate 
through the rent in the fascia and become adherent to 
the cicatrix in the posterior vaginal wall, constituting a 
rectocele. Moreover, if, as is usual, the perineum has 
been damaged the posterior vaginal wall tends to pro- 
lapse, and the bowel to which it is adherent is drawn 
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downwards and forwards with it. The development of 
the rectocele is further encouraged by the normal forward 
angulation of the bowel at this level and by straining at 
stool, especially if the patient is constipated. 


Complete Perineal Tear 


It is unnecessary to say anything of the mode of pro- 
duction of this type of tear in which the bowel is 
involved. Extraction of the breech in a primipara and 
delivery of the head face to pubes comprise the majority 
of cases in which it takes place. Its consequences, if 
healing is unsatisfactory, consist in a varying degree of 
loss of bowel control. Prolapse of the uterus is a rare 
sequel to this injury, probably because of the absence 
of straining at stool and also because the tear, while 
extensive, is median in position and superficial in depth, 
so that the levator sling escapes damage. 


While each of these injuries and its results has been 
considered individually, it is obvious that the nature 
and extent of trauma and of subsequent disability may 
vary within wide limits. I iave not included retro- 
version among the sequelae of obstetrical injuries, as 
it is doubtful whether this displacement is ever a direct 
result of damage sustained in childbirth. It is more 
commonly a recurrence of an antecedent or congenital 
displacement. Indirectly, however, it may result from 
injury, since the uterus, as it prolapses, commonly 
assumes a position of retroversion. Moreover, a primary 
backward displacement undoubtedly does predispose to 
prolapse since the axis of the uterus, instead of being 
at right angles to that of the vagina, is brought into 
alignment with it, and descent more readily follows. 


Prophylaxis 

Time and space do not allow of reference except in 
very general terms to the prevention either of obstetrical 
injury or of its consequences. The avoidance of difficult 
labour by the ante-natal recognition of disproportion ; 
careful determination of the position of the head before 
forceps are applied ; conservatism, on the one hand, in 
the use of forceps unless and until the head is low in the 
pelvis, and, on the other hand, the avoidance of un- 
necessary over-stretching of the vaginal walls and sub- 
jacent tissues by unduly withholding assistance ; the 
evacuation of the bladder at regular intervals during 
labour and especially before forceps are applied—these 
are not counsels of perfection but elementary obstetric 
principles, to the non-observance of which, nevertheless, 
much of the invalidism that follows childbirth is due. 

As a prophylactic* procedure the simple operation of 
episiotomy calls for special mention. To allow a patient 
to deliver herself after the head has been at the pelvic 
outlet for many hours and then boast that this was 
achieved without a tear, as midwives are apt to do, is 
not only inhumane but thoroughly bad obstetrics. If 
the head is not born within half an hour after it shows 
at the vulva the perineal edge should be incised. This 
at once relieves the tension on the anterior vaginal wall, 
it saves unnecessary suffering and exhaustion, and it 
gives a clean-cut wound which is more easily repaired 
and which heals more readily than an irregular tear. 
A median episiotomy carried backwards for about three- 
quarters of an inch is generally sufficient, and has many 
advantages over a lateral or oblique incision. It occa- 
sionally prevents tearing of the anterior commissure or 
at the edge of the vestibule, an injury which may cause 
troublesome bleeding and which is sometimes difficult 
to repair. If the bowel is in danger, as in a primiparous 
breech extraction or in the delivery of the head face 
to pubes, the median incision may be extended towards 
the ischio-rectal fossa at one or other side. The operation 
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is performed under light general anaesthesia, and, as a | 


rule, it is best, though by no means always necessary, 
to complete the delivery with forceps. 

The care and skill with which injuries are repaired 
are obviously important factors in the prevention of 
subsequent disability. The technique of repair is beyond 
the scope of this paper, but in passing I would endorse 
B. P. Watson’s teaching that where a difficult or 
extensive repair operation is mecessary it may be 
advisable not to carry this out during, or immediately 
after, the third stage of labour. If the confinement has 
occurred during the night in a private house and the 
attendant is single-handed, a better result is likely to be 
obtained if the operation is postponed till the following 
day, when the operator has the advantages of adequate 
assistance, an anaesthetist, fresh sterile dressings and 
lotions, and a more bloodless field in which to work. 


After-care in the Prevention of Prolapse 

Where obstetrical injury, especially of a serious nature, 
has been sustained much can be done by care and 
guidance in the convalescent period to minimize the 
incidence and extent of subsequent disability. In the 
after-care of the patients the importance of an adequate 
period of recumbency calls for special emphasis. In all 
cases the parturient should be kept in bed at least until 
the uterus is no longer palpable in the abdomen and the 
lochial discharge no longer contains fresh blood, and where 
more than superficial injury has been sustained a fort- 
night may be considered the minimum time necessary 
for sound healing to occur. 

In this connexion the practice of getting patients up 
on the sixth or seventh day and discharging them on 
the eighth or ninth day after confinement, which many 
maternity hospitals are forced to adopt owing to shortage 
of beds, is greatly to be deplored. After the lying-in 
period is over the patient should be given clear and 
precise instructions in regard to her conduct of life 
generally, and in particular in regard to the amount of 
rest and the amount and character of exercise that is 
advisable during the three months which follow the con- 
finement. I do not forget the circumstances which make 
it difficult for the patient of the hospital class to secure 
the amount of rest she should have, and it is largely 
because this is, as a rule, totally inadequate that the 
incidence of genital prolapse is relatively so much higher 
in this class of patient. 

Massage is of value, and remedial exercises, with which 
the patient should be encouraged to persevere for three 
months, will do much to restore tone to muscles that have 
been over-stretched or damaged. A well-fitting corset, by 
giving adequate support to the abdominal organs, will also 
minimize the harmful effect of intra-abdominal pressure, 
especially in the obese patient. Bronchitis and constipa- 
tion are common causes of strain requiring attention, and 
every means should be employed—including, for example, 
such a diet as Mellanby has advised—to promote the 
patient’s general health, and in particular to improve her 
general muscular tone. 

A pessary may occasionally arrest the tendency to 
prolapse of the uterus, especially if the organ is also 
etrovefted, but the value of its employment as a routine 
procedure in incipient prolapse is open to question, for 
if it is large enough to be effective it may interfere with 
the normal shrinkage of the vaginal and at a 
stage at which it might prove useful the vaginal tissues 
are frequently too sensitive to allow of its being worn 
discomfort. If a employed the 
that is effective should be used, so as to 
little as with involution of the 


walls, 


without pessary is 
smallest 


interfere 


size 


as possible 


vagina, and it should be replaced at frequent intervals 
is complete. 


by smaller sizes until involution 


While it is true that in many cases of genital prolapse 
the conduct of the patient’s previo hild-bearing may 
invite legitimate criticism, the developinent of this lesion 
is by no means always preventable. In certain indi. 
viduals, for example, the tissues are abnormally friable 
so that it is impossible to avoid tearing, or inelastic so 
that after labour the return to normal is incomplete, 
Another less common type of case is that in which q 
rigid cervix -is forced down in front of the head almost 
to the vulva before dilatation is complete, so that over. 
stretching of the fascial supports around the cervix ig 
liable to occur and the consequent development of pro. 
lapse difficult to avoid. And, lastly, there are rare 
occasions when it is not only advisable but essential to 
lrasten delivery, and where conservation of the uterine 
supports may properly be subordinated to the more 
immediate interests of mother and child. Skill and good 
judgement in the management of labour, together with 
careful after-treatment where injury has been sustained, 
will do much to prevent the occurrence of prolapse, but 
the disability may develop despite scrupulous observance 


of all the canons of a sound obstetric practice, and 
criticism should not be entertained, far less expressed, 
in ignorance of difficulties which may have had to be 
faced. 
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The keratitis about to be described occurs at a certain 
stage in the manufacture of artificial silk by the ‘‘ viscose” 
process. This paper deals with the condition as it was 
observed in a large artificial silk factory. The factory 
began production in 1927, and the study of the cases 
started early in 1928. Full capacity for the production 
of artificial silk was not attained during 1928, so that 
greatly increased numbers of cases were met with in 1929, 
In all 1,598 cases were observed in these two years. 


Symptoms, Signs, and Treatment \ 


The earliest symptom was blurring of vision, with the 
appearance of haloes round lights. It was, too, the most 
important symptom, because it stamped the affection as 
a corneal one from the first. In a comparatively small 
number of cases recovery took place without the develop- 
ment of further symptoms, and, there being no slit-lamp 
available, the only objective sign was conjunctival injec- 
tion, which was never very severe ; workers would then 
say that they had been threatened with an attack, but 
it passed off. In the great majority, however, the con 
dition progressed, and the blurring was followed in from 
half an hour to several hours by a feeling of grittiness 
under the lids, photophobia, lachrymation, often blepharo- 
spasm, frequentiy drooping of the lids without spasm, 
dull aching at the back of the eyes, and headache. The 
lachrymation tended to be profuse, and, where there was 
blepharospasm, the tears gushed out when the lids were 
separated, the separation sometimes requiring considerable 
force. 

The pathology was as one might easily surmise from 
the symptomatology ; in those cases which went on to 
irritation, fluorescein staining showed more or less desquas 
mation of the corneal epithelium on the centre of the 
The destruction of tissue was essentially supet 
ficial. The keratitis was always accompanied by cir-um 
corneal injection and by conjunctival injection of all 
degrees. The breath of those who were affected was 


cornea. 
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pungent, the odour being curiously suggestive of onions. 


suggested by the fact that at one stage of manufacture 
there is produced a substance which will be described later 
—thio-formaldehyde. 

The manner of onset of the symptoms and its place 
in the industrial week are of such importance that they 
will be fully described later. The affection was transient, 
the worst cases clearing up in less than four days, and 
most of them in less than three ; no corneal scarring was 
found. 

In treating these patients removal from the spinning 
room or acid house was almost always necessary ; the most 
welcomed active treatment was the application of a weak 
cocaine ointment, such as 0.5 per cent. in ung. zinci. This 
was found to be at least as effective as any of the many 
lines of treatment suggested by other writers. 


Problem of Aetiology 


In order to discuss the aetiology of this condition it is 
necessary to understand a little about the process by 
which artificial silk is made ; but as the workers affected 
are in only two of the departments—the spinning room 
and the acid house—these departments only will be 
described in detail. 


PROCESS OF MANUFACTURE 


Wood-pulp is delivered at the factory in the form of sheets, 
not unlike coarse cardboard. These are soaked in a strong 
solution of caustic soda, and the excess is then separated off 
by pressure. The pulp is macerated in grinding machines into 
“crumbs,’’ which are treated with carbon bisulphide to form 
cellulose xanthate. The latter is first soaked in 18 per cent. 
and then dissolved in 4 per cent. lye; as viscose it is now 
ready for the spinning room. Here it is forced through nozzles 
into an acid bath containing 10 per cent. sulphuric acid and 
various salts. Viscose consists of 7 to 8 per cent. of cellulose, 
7 to 8 per cent. of lye, and water; when it comes in 
contact with the acid it is coagulated, and in this reaction 
H,S, CS,, and other gases are given off (the amount of CS,, 
however, is negligible so far as injury to health is concerned). 
The spinner seizes the coagulated viscose as it emerges from 
the nozzle and ‘‘spins in’’ by guiding the strand over a 
pulley, whence it passes into a spinning box, where it is 


spun into ‘‘ cakes.’’ When the “‘ cakes ’’ are fully spun they 
are removed by ‘‘ cake-changers,’’ who place them in drying 
ovens. After drying the thread goes through further processes 


of bleaching, etc., which, interesting as they are, do not 
concern us. 


THE SPINNING ROOM 


The spinning machines are arranged in rows, and occupy 
practically the entire floor space of the spinning room. A 
diagrammatic sketch will be sufficient to illustrate a machine. 

The machine consists of the 
following parts: 

1. A narrow trough of water 
in which the spinner dips his 
hands to get rid of the chemicals. 

2. A wider trough—the spin- 


ning bath—containing 10 per 
cent. sulphuric acid. 

3. A series of viscose pipes, 
which are bent over to be 


immersed in the spinning bath. 
At the end of each pipe is a 
nozzle, which is finely perforated 
so that the coagulated thread 
of viscose will contain a number 
of fibres corresponding to the 
number of perforations. The 
thickness of the silk thread is 
thus determined. 
_ 4. A vertical back-plate, in front of which, near the top, 
is a rotating shaft on which are mounted at intervals corre- 
sponding to the nozzles a series of glass pulleys or gaudets. 
The threads pass over these gaudets and then vertically down- 
wards to 

5. A series of spinning boxes, each containing a rapidly 
rotating ‘‘ pot,’’ in which the silk is spun into a “‘ cake.”’ 


Diagram of spinning machine. 


The spinner works in front of the machine. The acid bath 
is below waist level and the gaudefs are at about face level. 
The boxes are on the same level as the bath. The ‘“‘ cake- 
changers ’’ work at the back of the machines. The tempera- 
ture of this room is usually about 70° F., and the air is 
artificially kept at a humidity of about 80 per cent. Owing 
to the large proportion of water in the viscose, the spinning 
bath contents become diluted and therefore have to be recon- 
ditioned ; for this reason the acid is sent to the acid house. 


THE ACID HOUSE 

Here the acid is received into large tanks. A proportion 
of it is heated to 70°C., and by evaporation becomes con- 
centrated.. Fans operate to draw off the fumes from this acid. 
The concentrated acid is then mixed with the rest, further 
salts are added, and the solution is returned to the spinning 
room. 

Possible Causal Factors 


The keratitis affected the spinners and the ‘‘ cake- 
changers ’’ in about equal proportions. It occurred, un- 
commonly, in the acid house too. It has been attributed 
to various things, but one or all of three different causes 
have been generally favoured: 

1. The thread in its passage from bath to spinning box 
vibrates rapidly, and a fine spray of acid is thus given off ; 
these droplets are held by some to be the main cause. 

2. The vapours from the bath are blamed by others. 

3. The irritant has been said to reach the eyes of the men 
when they wipe away perspiration with their fingers. 

Strebel,! in describing the condition as keratitis punctata 
superficialis traumatica, blamed H,S, which, he thought, 
attacked the conjunctiva and the cornea either directly 
or via the lachrymo-nasal route through inhalation (this 
method affecting only very susceptible workers), and 
droplets. He constructed masks consisting of fieuzal-glass 
goggles and double treillage containing cotton-wool im- 
pregnated with powdered charcoal and zinc oxide, to 
absorb and neutralize the gases. He found these satis- 
factory when ventilation was bad ; he also recommended 
the erection of hoods to intercept the spray. 

Eva Klein,? in a study of over 200 cases, gave the order 
of symptoms as: first, sudden severe pain in the globe 
of the eye ; secondly, lachrymation ; and thirdly, blepharo- 
spasm. Objectively, the interpalpebral conjunctiva was 
described as intensely red, sometimes showing punctiform 
haemorrhages. The cornea took on a grey appearance, 
and, if one were lucky enough to obtain a proper view, 
showed pin-head elevations of the epithelium. She noted 
that there were no complications such as iritis, etc., and 
for treatment recommended atropine and butyn. Further, 
she mentioned that only a proportion of workers were 
susceptible. Having visited a ‘‘ perfectly ventilated ”’ 
factory at Strasbourg, where keratitis still occurred, she 
formed the conclusion that this proved that droplets were 
more responsible than vapours. In support of this con- 
clusion she referred tc experiments in which a solution 
made to resemble the spinning bath was used in an 
atomizer and rabbits’ eyes were exposed to the spray. 
Keratitis followed—not unnaturally. 

Colrat* divided his cases into two types. In the first 
and commonest there were superficial burns of the con- 
junctiva, and sometimes of the cornea, caused by caustic 
vapours. In the second there were more serious burns, 
caused by the direct prejection on the eyes and adnexa 
of products of the process. He subdivided the first group 
into about 400 mild cases without corneal lesions and 200 
with corneal lesions ; he thought that ventilation was of 
prime importance, and that chronic blepharitis and 
lachrymal obstruction were predisposing factors. In our 
series the second type mentioned by Colrat has not been 
included, as these cases are regarded as frank accidents 
under the description of viscose splashes.’’ These 
splashes produced typical caustic burns, involving always 
the conjunctiva as weli as the cornea. 
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Further Important Points 


At this factory important points were noted which do 
not seem to have attracted attention elsewhere. 

First, about two-thirds of the men appeared to be 
immune. Searching examinations were made in the hope 
of being able to discover predisposing factors, but nothing 
was found to stamp one man as being more likely than 
another to be a victim. Chronic blepharitis and lachrymal 
obstruction are not common among male workers, and 
certainly were not factors in predisposition in this series. 
Errors of refraction had no influence. Weather condi- 
tions, variations in the temperature, and alterations in 
the humidity of the spinning room had no relationship to 
the number of cases. 

The method of onset of symptoms was specially studied. 
The table shows very clearly that there was a peak period 
in each week, in which the vast majority of cases occurred. 
The working day was of twenty-four hours, divided into 
three shifts of eight hours on and sixteen off. Production 
commenced at 10 p.m. on Sundays and continued till 
midday on Saturdays. From the table, then, it will be 


Table showing on which day of the week symptoms appeared 
in 755 consecutive cases (January—August, 1929) 
Thursday Friday Saturday 
94 


Wednesday 
278 


Monday Tuesday 
98 


seen that almost invariably at least two eight-hour ex- 
pesures were necessary to produce symptoms, and, very 
curiously, even in a bad week, few cases occurred at the 
end of the week. This suggests that, given sufficient cause 
present, three or four exposures will produce keratitis in 
susceptible workers. An important qualification must be 
mentioned here. During a strike overtime was worked, 
the shifts then being twelve hours. In that week keratitis 
was earlier and much more severe. 

The other important point in connexion with the manner 
of onset is this. Symptoms very frequently commenced 
not during exposure but after leaving work. Many 
workers even went home and to sleep without symptoms 
and found blurring present on awakening. From these 
observations two facts stand out clearly: 


1. In the great majority of cases two or three ex- 
posures of eight hours each were necessary to produce 
symptoms. 

2. There is a latent period of varying length between 
exposure and symptoms. 


Clinical Picture 


Now considered as a whole artificial silk keratitis 
presents the following features of particular interest: 

1. Oedema or irregular swelling of the corneal epithelium, 
evidenced by blurring of vision, haloes, etc., and actually 
described by Klein as pin-head elevations of the epithelium. 

2. Desquamation of the epithelium. 

3. Rapid and complete repair. 

4. In mild cases an interruption of the process, followed 
by a return to normal without desquamation. 

5. The condition follows repeated exposures of eight hours 
each, separated by periods of sixteen hours—that is, less than 
twenty-four hours. 

6. A latent period precedes the onset of symptoms. 


There is thus a clinical picture remarkably like that of 
photophthalmia, which is characterized by a chromato- 
lysis with oedema and swelling of the cytoplasm, forma- 
tion of inclusion bodies in the nucleus, and, after rupture 
cé the nuclear membrane, death of the cell. Describing 
this abiotic lesion Duke-Elder* says: 
= . after mild exposures the process may stop at any stage 
and the cells return to normal in appearance and staining 
reaction. Two features of the process of resolution are 
characteristic: first, the rapidity of the of the 


recovery 


~ 


traumatized cells and of the proliferation of fresh Cells to 
replace those exfoliated, and, second, the comparative absence 
of mitotic activity in the process of repair ’’ ; 


and, a little earlier, 


. the effect of repeated exposures with intermissions ( 
equal to their equivalent as a single long exposure, always 
provided that the intervals do not exceed twenty-four hou 
beyond which time the factor of physiological repair comes 
into play. The reaction comes on after a latent period, the 
length of which varies with the intensity of the exposure 
but averages six to eight hours. The latent period is of the 
nature of a photochemical induction, a practically Universal 
feature in photochemical reactions whereby a change does not 
assume at once a constant value, but increases, at first slowly 
before a constant level is attained.’’ j 


Corneal Sensitization 


The similarity is striking. Is it possible that in th, 
emanations from the viscose-acid process there is some 
substance which sensitizes the corneal epithelium in some 
workers so that it becomes liable to photochemical changes 
produced by ordinary daylight or artificial light? The 
chief chemist at the works told me of an interesting occyy. 
rence at a factory in Breslau. During a very severe 
winter some seven or eight years ago, when the ground 
was covered with snow, there was a very severe outbreak 
of keratitis among those men who cycled to work. When 
buses were provided to bring them to work the incidence 
fell by about 50 per cent.—possibly due to the interception 
by the windows of the active ultra-violet rays reflected 
from the snow. 

It will now be seen that discussion of the actual 
aetiology of the keratitis is of the greatest importance, 
The ‘‘ droplets ’’ theory was ruled out early in this in 
vestigation because the men themselves said that acid 
splashes were everyday occurrences and produced only 
temporary irritation, which passed off in a few moments, 
and because in the acid house there were no droplets. A 
very severe outbreak occurred in the acid house wheg 
some men were engaged in breaking up the concrete floor 
of an acid tank, which had been found to be leaking. The 
acid had soaked into the floor, and the fumes were released 
by the breaking up. The “ contact-with-fingers ’’ theory 
seemed very unlikely, and proved later to be quite | 
erroneous. 

A gaseous cause was decided as being the most probable, , 
but H,S was not thought to be a likely cause, because / 


3 | EW VENTILATION INTRODUCED 
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Graph showing weekly numbers of cases of artificial silk 
keratitis from July 10th, 1928, to June 14th, 1930. 
there were no reports of its producing this characteristi 
lesion in laboratories and in other factories where it was 
encountered in quantities ; nor did any other gas, which 
the chemists thought might occur, seem to be the caus 
Therefore late in 1929, at the height of the incidence af 
keratitis, thoughts were turned to the ventilation of tht 
spinning room. The engineers insisted that this wa 
perfect, since it produced fifteen changes of air each hovt | 
It was pointed out to them that this did not mean that 
everywhere was there ventilation at that rate, and that 
the method was, indeed, very faulty, in that fresh alt 
was introduced at ground level and at roof level, while 
extraction was only through the spinning boxes, at waist 
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jevel. It was suggested that if the induction pipes on | 
round level were made to act as extraction pipes there | 
would then be a uniformly downward system of ventila- 
tion. This suggestion was adopted, and when put in. 
operation produced a most dramatic drop in the number 
of cases of keratitis, as is strikingly shown in the graph. 
Moreover, from this time keratitis became a rarity. A few 
outbreaks have taken place from time to time, but, with | 
one very important exception, they were traced to the 
closing down for one reason or another of one or more 
of the extraction fans. This seems to be conclusive proof 
that the cause is gaseous, or at any rate an emanation 
from some volatile substance. 


Thio-formaldehyde 


The exception just mentioned was in December, 1935. 
There was an outbreak of keratitis which could not be 
attributed to any fault in the extraction system in the 
spinning room. On inquiry it was found that, owing to | 
a coal shortage, the acid house evaporating temperature | 
was very much lowered and the fans over the tanks were 
stopped. This at once suggested that normally the 
evaporation in the acid house served also to drive off 
excess of the causal substance which was produced in 
the spinning room. During the coal shortage this did not 
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Clinically the syndromes of catarrhal jaundice and of 
toxic hepatitis merge into one another. Pathologically 
the underlying changes in catarrhal jaundice have not 
been clearly defined. Recent reviewers of the subject 
suggest that the clinical syndrome of catarrhal jaundice 
represents at least three different pathological states. An 
obstructive jaundice due to blockage of the common bile 
duct by duodenal catarrh, a scattered liver necrosis, and, 
thirdly, an obstructive jaundice from cholangitis have all 
been suggested by pathological examination. 

In view of the lack of unanimity as to the pathological 
state of the liver in the clinical syndrome of catarrhal 
jaundice the following case is worthy of record. In brief, 
it is the history of a disease in a young girl, which began 
apparently as a catarrhal jaundice, and passed on to 
a condition of portal obstruction. After a period of 
300 days she had recovered clinically save for the evidence 
of portal obstruction. Two and one-third years later a 
similar illness commenced and continued with jaundice 
and intestinal upsets for forty-seven days, at which time 
a laparotomy was performed. Subsequent to operation 
she died from septicaemia. The post-mortem examina- 
tion revealed old cirrhosis of liver and also recent 
hepatitis. 

Clinical Record 

A young girl, a jam packer by trade, was first seen at the 
age of 12 as a medical out-patient on March 22nd, 1932, when 
She gave the following account of her illness. Two weeks 
Previously she had begun to get attacks of epigastric pain 
a short time after meals. These attacks lasted for seven 
days, when there developed a slight yellowness of her skin. 
The jaundice rapidly became worse. Associated with its 
onset there was one attack of vomiting and some nausea. 
She was admitted to the medical ward on the same day 
(fifteenth day of illness) and was described as a cheerful, 
well-nourished, very jaundiced girl. Her temperature was 


take place, and so the acid returned to the spinning room 
already charged with the substance to such an extent as 
to render even the new ventilation insufficient. On asking 
whether there might be some volatile substance which 
failed to be driven off at this time, the reply was given 
that such a substance was present—namely, thio-formalde- 
hyde, which is formed from CS, in the presence of nascent 
hydrogen. It is thought that this reaction takes place 
readily in the spinning bath. Thio-formaldehyde is a 
little-known substance, having a curious odour suggestive 
of stale cabbage. Might not this, plus H,S, give rise to 
the ‘‘ oniony ’’ breath referred to early in this paper? 

Experiments are being undertaken to ascertain whether 
this substance has any relation to keratitis, and, if so, 
in what way it acts. Should interesting results be ob- 
tained they will be published in due course. 


In conclusion, I wish to thank those who have encouraged 
and helped me in the writing of this paper, and particularly 
Sir Stewart Duke-Elder, who kindly read the notes and advised 
publication, and Dr. Berkson, who translated the foreign 
writings. 


REFERENCES 
2 Schweiz. med. Woch., 1923, cxiii, 560. 
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99.49 F., and the pulse rate was 100. There were no 
abnormal physical signs in the heart, lungs, or nervous 
system. The liver edge was felt 14 inches below the right 
costal margin in the mid-clavicular line. The urine was acid 
in reaction, with a specific gravity of 1030; it contained 
no albumin or sugar, but both bile salts and pigments were 
present in considerable quantities. She was treated with 
a fat-free diet and with small doses of calomel and magnesium 
sulphate by mouth. The patient remained in hospital until 
April 12th, during which time the following notes were made. 

March 29th (22nd day).—A bacteriological examination of 
the faeces showed the presence of non-haemolytic and 
viridans streptococci in moderate numbers. No non-lactose 
fermenting organisms were isolated. 

April 2nd (26th day).—A fat analysis of the stools 
showed: neutral fats, 0.4 per cent. ; fatty acids, 1.8 per cent. ; 
and soaps, 8.3 per cent. The jaundice was now much less 
intense, and the stools were dark in colour. 

November 16th (254th day).—She was again seen in the 
out-patient department, when she was slightly jaundiced. 
The liver edge was still easily palpable and the spleen easily 
felt for the first time. From November, 1932, until April, 
1935, she was in good health, and stated that her jaundice 
had completely cleared by the end of 1932 (300th day). 

April 21st, 1935.—The jaundice returned with malaise but 
no abdominal pain. There was a little diarrhoea, the stools 
were pale, and the urine was very dark in colour. She was 
readmitted to the wards on April 29th with a temperature 
of 99.4°, a pulse rate of 120, and a respiratory rate of 24. 
She was markedly jaundiced, but well nourished, and she 
had no itching of the skin. There were no abnormal physical 
signs in the heart, lungs, or nervous system, but there was 
slight furring of the tongue. The spleen now reached the 
umbilicus, and the liver edge was felt two inches below the 
costal margin in the mid-clavicular line. There was some 
fullness in the left loin. The urine was alkaline in reaction, 
the specific gravity being 1015; it contained no sugar, a 
trace of albumin, and some bile salts, but no bile pigments. 
She was again treated with a fat-free diet, glucose drinks, 
and calomel and magnesium sulphate by mouth. The progress 
of her second illness is shown by the following notes. 

May 4th (14th day).—The blood examination showed: 
haemoglobin, 85 per cent. ; erythrocyte diameter, 7.4 ; 
leucocytes, 6,000—polymorph cells, 70 per cent. ; lympho- 
cytes, 22 per cent. ; large mononuclears, 7 per cent. ; basophil 
cells, 1 per cent. ; and reticulocytes, less than 0.5 per cent. 

May 8th (18th day).—Fat analysis of the faeces showed: 
neutral fats, 4.2 per cent.; fatty acids, 2.4 per cent. ; 
soaps, 5 per cent. The red cell fragility was within normal 
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limits. (Complete haemolysis at 0.365 per cent.) A bac- 
teriological examination of the faeces resulted in a heavy 
growth of Streptococcus viridans. 

May 14th (24th day).—Her jaundice 
deeper, and fluctuating from day to day. 
reached one inch below the umbilicus. 

May 15th (25th day).—A_ blood examination showed: 
haemoglobin, 65 per cent. ; erythrocytes, 4,600,000 cells per 
c.mm.; leucocytes, 10,000 per c.mm., consisting of 
polymorphs 77 per cent., lymphocytes 22 per cent., and large 
mononuclears 1 per cent. 

May 23rd (33rd day).—The patient was becoming very 
wasted and felt After this the spleen became 
smaller, and the fullness in the loin disappeared. 

May 30th (40th day).—She complained of severe upper 
abdominal pain, and vomited several times. Temperature 
100° F., pulse rate 106. The leucocytes numbered 6,000, with 
52 per cent. of lymphocytes. On the following day her 
temperature rose to 101°, the jaundice increased, there was 
slight rigidity in the left upper abdomen, and the left loin 
was again bulging. The abdominal pain disappeared in the 
ensuing five days, but she developed a swinging temperature 
up to a maximum of 101.59. 

June 6th (47th day).—After pre-operative medication with 
calcium chloride a laparotomy was performed. Free fluid, 
dark yellow in colour, was found in the abdominal cavity. 
The liver was firm, knobby, and generally shrunken ; it was 
described as a liver typical of cirrhosis. The spleen 
was enlarged, and enlarged abdominal lymph glands were felt. 
After operation the patient was comfortable and free from 
pain. She remained so until June 14th (fifty-fifth day), when 
she rapidly became worse, and died on June 16th (fifty- 
seventh day). 
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Pathological Notes 


At the post-mortem examination the following significant 
changes were found. A_ recent operation wound in the 
epigastrium was partially broken down, and there was over 
a litre of dark, semi-purulent fluid in the abdominal cavity. 

The livery (1,400 grams) was tough and flabby, greatly 
deformed, and cirrhotic. The original phrenic surface was 
contracted and deeply grooved, whilst the inferior surface 
was increased and very convex. Both the face and cut 
surfaces were studded with tawny-red regeneration nodules. 
On microscopical examination numerous bile ducts, veins, 
arteries, and lymphatics were seen in the scar tissue. The 
course taken by these was made tortuous by the liver nodules. 
Aggregations of lymphocytes and plasma cells were present, 
with some lipoid-laden histiocytes and an _ occasional 
eosinophil cell. The scar tissue was not dense, and there 
was moderate elastic tissue formation. The nodules presented 
a distorted lobular pattern, most of them being drained at 
several points by bile ducts, which penetrated or lay along- 
side them. Localized about the ‘‘ junction zones ’’ there was 
a mild inflammatory process in which lymphocytes, eosinophil, 
neutrophil, polymorphonuclear, and some plasma cells took 


part. The epithelial cells in these areas showed severe 
degenerative changes. In some tubules (both initial bile 


ducts and adjacent liver cell columns) the epithelial lining 
Was missing, and in a these there were “‘ casts ”’ 
formed by the agglutination of desquamated cells. In most 
of the tubules the lumen was narrowed by great swelling 


few of 


of the cells. Away from the junction zone the liver cells 
were hypertrophied, and showed some _ fatty changes. 
Numerous bile plugs were present, especially about the 


efferent veins. There were also scattered focal necroses, and 
at other points post-mortem colonies of micrococci. 

The gall-bladderv contained concentrated bile, and between 
it and the duodenum there were old adhesions which probably 
dated back to the original illness. There was marked portal 
obstruction, with very striking anastomoses between the veins 
of the portal system and those of the anterior and posterior 


abdominal walls, diaphragm, and oesophagus. Near their 
junction the circumferences of the superior mesenteric, 
splenic, and portal veins were respectively 2.95, 3.1, and 
3.5 cm., compared with 2.25, 1.7, and 2.4 cm. of a normal 
control. 

The  gastro-intestinal mucosa was oedematous, plum 
coloured, and showed mucous catarrh. 

The spleen (1,000 grams) with a spleniculus (3 cm. in 


The cut surface was dark, 


diameter) was greatly enlarged. 
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swollen, and mushy, the Malpighian bodies being  smajj, 
Polymorphonuclear leucocytes were numerous in the ¢op. 
gested pulp, and around the Malpighian bodies there was g 
zone of large pulp cells. 

The abdominal lymph glands were also enlarged, and some 
were dark red owing to the presence of blood and inflammatory 
products in the sinuses. 

Throughout all organs there were petechiae and  fogg] 
necroses due to the terminal septicaemia. 


Commentary 


The correlation between the clinical history and the 
subsequent pathological findings in this case is very close, 
The initial illness in March, 1932, commenced as a typical 
attack of catarrhal jaundice, with symptoms Suggesting 
a mild gastric inflammation, followed after a period of 
seven days by jaundice, liver enlargement, and slight 
‘pyrexia. Its subsequent course, however, did not follow 
that of jaundice due to gastro-duodenal catarrh, for the 
jaundice did not disappear until the 300th day ; more. 
over, the enlargement of the spleen was not noticed until 
the 254th day, when the liver was still papable. This 
agreed with the finding of old adhesions in the duodenal 
region representing the initial gastro-duodenal lesion ; the 
marked cirrhosis also explains the late splenic enlargement, 

After an interval of two years and four months an 
illness began which again clinically suggested a catarrhal 
jaundice, but in contrast with the previous illness was 
associated with an enlarged spleen. Until the fortieth 
day of this illness the outstanding features were jaundice 
of varying intensity and the splenic enlargement. On 
the fortieth day a fresh set of symptoms developed: 
abdominal pain, vomiting, muscular rigidity in the left 
upper abdomen, and pyrexia—suggesting a fresh gastric 
inflammation. After the laparotomy on the forty-seventh 
day the jaundice remained stationary, and the intestinal 
symptoms disappeared. 

Pathologically this second illness was associated with 
inflammation in the “‘ junction zone ’’ and destruction of 
liver cells. The appearances suggest that the jaundice was 
due to a mechanical effect from pressure on the initial 
bile ducts, and to the hepatic cell destruction. Possibly 
desquamation and obstruction by debris played a part, 
but this was difficult to demonstrate. As one would 
expect from this picture the jaundice was variable. The 
post-mortem examination gives the clue to the patient's 
terminal condition. It was due to a peritonitis and an 
associated septicaemia. 

Considering the pathogenesis of the condition, there 
appear to be two types of lesion which might give rise 
to the microscopical appearances present: either a toxic 
destruction of liver cells with secondary inflammatory 
changes about the initial bile passages, or an actual 
infection of the liver tissue. As regards toxic factors, 
we must think of extraneous poisons, such as the benzene 
derivatives, which might have been introduced during 
her occupation. This was considered at the time of her 
illness, but no evidence of their presence was found. 
Blood-borne bacterial toxins give a second group ; in this 
case the gastro-intestinal canal would appear to be the 
likely place of origin. If the lesion is primarily a destruc 
tion of liver cells, the inflammatory reaction about the 
initial bile passages must be secondary, and due to the 


drainage of the products of cell destruction to the 
‘junction zone”’ of the lobules along the liver lymph 
spaces. 


There are two types of liver infections to be considered: 
(a) bacterial invasion, or (b) virus infection. Since there 
is no evidence of damage to the larger bile passages, 
it would appear that the infection must have been blood 
borne from the gastro-intestinal tract, where it seems 
likely to have made its entry. A virus infection would 
cause cellular destruction of the actual liver cells, and 
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the drainage of the products of disintegration to the 
junction zone’’ would give rise to the inflammatory 
Jesion seen there. Since little is known about any virus 
infections of the liver, this is simply conjecture along 
the analogy of the lesions in the central nervous system 
produced by the virus of poliomyelitis, where there is 
first a cellular destruction followed by a_ secondary 
inflammatory reaction in the most affected areas. 

An important question in this case is whether the two 
jlinesses were of the same type, or were entirely un- 
related except in so far as the liver was badly damaged 
by the first. It is also possible that the whole picture 
was merely one condition, with an apparent remission of 
two years in the middle of its course. It is tempting to 
link the two states, and consider them either as one 
infection or a reinfection with the same causal organism. 
It is possible that there was a persisting bowel infection 
throughout, and that owing to some lowering of the 
patient's resistance a fresh invasion of the liver occurred. 
If the condition was a virus infection it might have been 
lying latent in the liver cells during the remission, to 
become active again with alteration in the host's 
resistance. Beyond saying that the mode of entry of the 
causal agent appears to have been via the alimentary tract, 
the foregoing discussion is conjecture, and the condition 
could equally well fall into the group of unexplained 
liver cirrhoses. 

Summary 

A disease is described in a growing girl in which a 
prolonged attack of jaundice was preceded by symptoms 
of gastro-intestinal infection and followed by hepatic 
cirrhosis. After a latent period characterized by increasing 
portal stasis with splenomegaly the jaundice returned. 
Death resulted from post-operative peritonitis and 
septicaemia. 

It is suggested that, except for the terminal events, 
the whole course was due to a persisting bacterial or virus 
infection. 

I wish to thank Dr. Reginald Miller, under whose care the 
patient was admitted, for permission to report this case. I 
also wish to express my indebtedness to the pathological 
institute of St. Mary’s Hospital for the pathological notes 


and photographs, especially Dr. D. M. Pryce for helpful 
suggestions concerning the pathogenesis of the condition. 


In a recent publication (Public Health Reports, 1936, 
li, 363) emanating from the School of Hygiene and Public 
Health of Johns Hopkins University, Dr. A. W. Hedrich 
discusses the changes in the incidence and fatality of 
small-pox in recent decades. The highest rates appear 
to be found in India, China, and Mexico. Intermediate 
rates ranging from 5 to 50 per 100,000 occurred during 
1921-30 mainly in England, the United States, and 
Canada, but since 1920 the incidence in England has 
fallen to a very low level. The lowest rates are also 
found mainly in Continental Europe, Australia, and 
Japan. International reports indicate that well-vaccin- 
ated countries tend to have low attacked rates, and vice 
versa. Low case fatality has been prevalent in recent 
decades in Anglo-Saxon countries, South Africa, and 
Spain, while small-pox with a high fatality is the pre- 
dominating form in India, Central Europe, Japan, and 
Mexico. In the United States the case rates are highest 
in the north-west and lowest in the north-east regions, 
the rates in the north-west during 1921-30 averaging 
well over 100 per 100,000 as compared with a mean rate 
of 2.6 for the New England and Middle Atlantic States. 
As regards case fatality an important part is played by 
vagrants, migratory labourers, and the like in importing 
Malignant small-pox from Mexico and Asia, where the 
type of disease is endemic. In conclusion Hedrich main- 
tains that small-pox deaths or case fatality rates at present 
probably represent the best available index of malignant 
small-pox. 
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This article has been written for two reasons. First, dis- 
location of the carpal semilunar bone is not an uncommon 
condition, and during the last twelve months of general 
surgical practice I have seen six cases. Secondly, it would 
appear that insufficient recognition has been given to 
L. Bohler’s methods of reduction.' 

In order to appreciate the methods of reduction the 
mechanism of dislocation must be described. Rather 
than a dislocation of the semilunar the lesion at first is 
really a dorsal dislocation of the hand on the semilunar 
bone and radius. The dislocation is produced by a hyper- 
extension injury of the wrist—usually by a fall or a blow 
on the outstretched hand. In an x-ray phctograph of a 
normal wrist from the side it will be seen that the radius, 
semilunar, and os magnum are in one straight line (Fig. i). 
For descriptive purposes dislocation of the semilunar may 
be divided into three degrees: 

1. First Degrze.—Neither anterior nor posterior liga- 
ments at.ach:ng the semilunar to the radius are torn ; 
the hand dislocates backwards, and there is little or no 
upward displacement of the hand (Fig. ii). 

2. Second Degree (Fig. iii).—Here the hand has been 
displaced upwards as well as backwards, and as it tends 


ji iv 


to spring back into its normal position it pushes the 
semilunar from behind, the relatively weak posterior liga- 
ment gives way, and a certain amount of forward rotation 
occurs. 

3. Third Degree.—Here the semilunar has been rotated 
90 degrees—it may be more—and the os magnum is 
occupying its place, articulating with the distal end of 
the radius. 

If the scaphoid is also fractured the inner fragment 
usually follows the semilunar. 


Diagnosis and Method of Reduction 


A dislocation may be inferred by the presence of a 
swelling over the anterior part of the wrist and the limita- 
tion of movements of the wrist, particularly flexion. In 
addition, there is frequently tingling along the distribution 
of the median nerve in the hand. Proof of dislocation 
can only be given by *#-ray examination, a lateral one 
being of greatest value. ° 

I have always used general anaesthesia, but local anaes- 
thesia undoubtedly would be better in early cases. First 
degree dislocation is very easy to reduce. All that is 
necessary is hyperextension of the wrist and the applica- 
tion of pressure over the anterior swelling. The disloca- 
tion can be felt to snap back into its correct position. 


* From the Surgical Unit, the Welsh National School of Medicine, 


the Royal Infirmary, Cardiff. 
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If reduction does not occur at once then treatment as in 
a second degree dislocation should be begun. Reduction 
is confirmed by an %#-ray examination. 

For second and third degree dislocation a_ sturdy 
assistant is required (preferably two). The operator grasps 
the patient’s thumb with one hand, and with his other 
hand grasps the outer three fingers, while the assistant 
grips firmly the forearm to act as counter-traction. A 
long steady tug-of-war between the surgeon and_ his 
assistant ensues for ten minutes by the clock. A better 
grip can be obtained on the fingers if the latter are 
strapped with adhesive plaster. At the end of this rather 
exhausting procedure the dislocation will have been 
reduced. Reduction is confirmed by #-ray examination. 

Long axis traction widens the gap between the os 
magnum and radius, and the tension of the flexor tendons 
in front presses back the semilunar and also drags forward 
the backward dislocation of the hand. If this traction 
fails after a further similar attempt the traction will have 
so widened the gap between the os magnum and the radius 
that by means of an open operation through a posterior 
incision, as described in Case 3, the dislocation may be 
easily reduced. 

After-treatment 

A dorsal plaster slab two-thirds in circumference of the 
forearm at the wrist is applied direct to the skin from the 
knuckles to within two inches of the elbow. The plaster 
slab is moulded to the forearm and wrist by means of 
a wet muslin bandage. Active movements at the elbow 
and fingers are allowed from the commencement, and of 
course no sling is required. Immobilization is maintained 
for three weeks. If associated with a fractured scaphoid 
an additional plaster bandage is put on and immobilization 
is carried out for six weeks ; the wrist is then x-rayed, 
and if union has not occurred the plaster is kept on until 
union is confirmed by x-ray examination. No massage 
is required after the plaster is removed (Case 3). 


Case Reports 

Case 1.—A woman, aged 31, received a blow on her out- 
stretched hand while driving an electric car at a fair-ground. 
She was seen six days later complaining of inability to use 
her hand and of a tingling sensation in the palm and outer 
three and a half digits. THe whole wrist was swollen—more 
particularly anteriorly ; all movements were limited, especially 
palmar flexion. An x-ray examination revealed a first degree 
dislocation of the semilunar. Under general anaesthesia the 
wrist was dorsiflexed, and long axis traction exerted and 
pressure exerted on the anterior swelling. The dislocation at 
once snapped back into position. A plaster slab was applied. 
X-ray examination confirmed reduction. Immobilization of 
the wrist was maintained for four weeks, and a week later 
full movements of the wrist were possible. No massage was 
used. 

@ase 2.—A man, aged 33, fell on his right hand, and was 
seen four days later with marked swelling of his wrist—par- 
ticularly anteriorly. All movements of the wrist were limited, 
and there was some hyperaesthesia over the thenar eminence. 
X-ray examination revealed a second degree dislocation of the 
semilunar, with a little forward tilting of its posterior edge. 
Under general anaesthesia long axis traction and counter 
traction was carried out for ten minutes by the clock. The 
bone was not felt to snap back, but the anterior swelling 
disappeared and movements were more free. A_ posterior 
plaster slab was applied, and a skiagram revealed that reduc- 
tion had taken place. The wrist was immobilized for three 
weeks. Full function power of the wrist was regained in one 
week after removal of the plaster splint. No massage was 
given. 

Case 3.—A man aged 30 while climbing a wall fell back- 
wards on to his hands and felt his left wrist snap. An 
unsuccessful attempt at reduction by manipulation was made 
by the casualty house-surgeon. The patient was admitted to 
the Cardiff Royal Infirmary eight days after the injury. The 
ieft wrist was swollen and movements were limited in all 
directions. Maximum tenderness was over the front of the 


wrist. X-ray examination revealed a third degree dislocation 
of the semilunar and fracture of the scaphoid, the inner 
portion of which remained with the semilunar and the outer 
portion appeared to be dislocated backwards with the hand, 
In addition, both radial and ulnar styloid processes were 
fractured. The lateral x-ray showed the head of the gs 
magnum to be practically in contact with the radius (Fig, iy), 

Under general anaesthesia long axis traction and counter. 
traction were carried out for ten minutes. However, *-Tay 
examination revealed that although there was now a wide 
gap between the os magnum and the radius (see Special 
Plate) the dislocation was not reduced. Open reduction was 
therefore tried, using the dorsal route for exposure as de. 
scribed by Mouat, Wilkie, and Harding.? A straight incision 
was made immediately to the ulnar side of the radial tubercle 
between the extensor longus pollicis and extensor carpi radialis 
brevior on the outer side and the common extensor (including 
the extensor indicis) on the medial side. The head of the 
ps magnum was seen and easily levered back into position, 
The skin was closed with clips, and a dressing and posterior 
plaster splint applied. X-ray examination confirmed reduc. 
tion of the semilunar and scaphoid fragments. A week later 
the splint was removed, the clips taken out, and an unpadded 
plaster cast applied. The wrist was immobilized until x-ray 
examination showed that the scaphoid had united; this did not 
take place until three and a half months later. The patient, 
who had been actively moving his arm and fingers from the 
beginning of the treatment, went back to his work as a bus 
driver the day after the plaster case was removed, and a 
week later stated that his wrist was as strong as ever, and 
that he had practically full movement. 

Case 3 calls for comment. First, had we tried long axis 
traction for a further ten minutes I think reduction would 
have taken place. Secondly, in spite of a severe injury 
to the wrist-joint—to say nothing of operative intervention 
—this man had practically no stiffness after immobiliza. 
tion for three and a half months. This example is there- 
fore another nail in the coffin of those who advocate 
massage and early movements for fractures near the wrist, 
The stiffness is due to periarticular adhesions, through lack 
of active movements of the fingers, not to intra-articular 


adhesions. 
Conclusion 


All dislocations of the semilunar should be _ reduced 
within three weeks, and by so doing the function of the 
wrist is practically unchanged. If the semilunar is not 
reduced or is removed normal function of the wrist can 
never be obtained. 

REFERENCES 
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2 Mouat, T. B., Wilkie, John, and Harding, H. E.: Bnit. Journ, of 
Surg., 1931-2, xix, 577. 


The following medical promotions in, and appointments 
to, the Venerable Order of the Hospital of St. John of 
Jerusalem are announced in the London Gazette of 
June 23rd:—as Knights of Grace: Lieut.-Colonel W. B. 
Cockill, T.D., M.D., W. C. Bentall, O.B.E., F.R.C.S.Ed., 
Wing Commander H. R. G. Poate, M.B., F.R.C.S. ; as 
Commanders: J. J. Huey, L.M.S.S.A., M. C. O. Hurly, 
L.R.C.P.I., E. Llewellyn, M.B., S. Williams, M.R.C.S., 
L.R.C.P., W. E. Thomas, O.B.E., L.R.C-P. & Sige 
J. M. Wilson, M.B. ; as Officers: C. Reid, O.B.E., M.B., 
T. Bell, M.D., S. T. Rowling, M.D., A. Anderson, L.S.A., 
Colonel J. A. H. Sherwin, V.D., M.D., F.R.A.C.S., P. J. 
Kelly, C.B.E., M.B., R. F. Moore, O.B.E., F.R.CS., 
F. E, Bendix, M.R.C.S., L.R.C.P., F. J. Green, M.C., 
M.D., R. B. Milne, M.D., E. M. Griffith, M.D. ; as 
Associate Officers: Colonel D. Horwich, O.BE., V.D., 
M.R.C.S., L.R.C.P., H. F. Khalidi ; as Serving Brothers: 
J. A. Kennedy, M.B., L. J. Dunstone, M.B., H. Schole- 
field, M.B., C. Thompson, M.B., J. L. McKenzie Brown, 
L.R.C.P., M.R.C.S., C. C. Hargreaves, M.B., R. M. H. 
Walford, M.R.C.S., L.R.C.P., H. C. Sinderson, M.V.O., 
O.B.E., M.D., W. Vickers, D.S.O., M.B., E. Hoerman, 
M.B., J. P. J. Jenkins, M.R.C.S., L.R.C.P., C. G. 
MacKay, M.B. ; as Associate Serving Brothers: S. P. 
Swami, L.M. &S., G. S. Vazkar, L.M. & S. 
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(With Special Plate) 


The condition of partial thoracic stomach is by no means 
a rarity, but comparatively few cases have as yet been 
recorded in the literature. The case to be described also 
presents several features which have not always been 
stressed in the recorded examples of the abnormality. 


Case Report 


A woman aged 50, in domestic service, was referred to 
the Birkenhead General Hospital by Dr. Dow. She had been 
complaining of lassitude and bodily weakness for the past 
six months. In addition, she complained of slight swelling 
of the ankles and pains in the head and legs. She stated 
that she had always been rather short-winded. There had 
been no previous illnesses of any importance. 

On examination she was a well-built woman, but rather 
pale. There was slight pretibial oedema, and a cardiovascular 
system clinically normal; the blood pressure was 130/90. 
The chest was markedly ‘‘ pigeon-breasted’’ and suggested 
emphysema, though the expansion was one and a half inches. 
The urine showed a moderate degree of albumin. The out- 
patient diagnosis seemed to lie between chronic renal disease 
and a hypochromic anaemia ; the latter was supported by 
a history, gained by direct questioning, of brittle nails, 
falling hair, and a flatulent dyspepsia. 

The patient was further questioned about her dyspnoea, 
and stated that she had never, even as a child, been able 
to run about as well as her sister. She dismissed this short- 
ness of breath as unimportant, however, with the somewhat 
surprising statement that many years ago she had been told 
she ‘‘ had only one lung.’’ There had at no time been an 
xTay examination of the chest. Apart from the ‘‘ pigeon- 
breast ’’ deformity there were no physical signs in the chest. 
A chest film, which was now taken (Fig. 1 on Plate), revealed 
a diaphragmatic hernia—as it was at first considered to be. 


Clinical Investigations 


The patient was admitted to the ward for fuller investiga- 
tion. By means of a barium meal it was shown (Fig. 2 on 
Plate) that two-thirds of the stomach was above the diaphragm, 
posterior to the heart. No other contents of the abdomen were 
detected in the thorax. As well as could be ascertained by 
screening, the oesophagus appeared to enter at the summit of 
the thoracic pear-shaped sac, conforming to the type associated 
with a congenitally short oesophagus rather than to a true 
herniation of the diaphragm. The thoracic loculus emptied 
feadily into the abdominal portion of the stomach, especially 
in the upright posture. I endeavoured to take a fractional 
test meal from each sac, but it proved impossible to extract 
any secretion from the upper loculus. The secretory curve 
obtained with the tube passed to the normal distance revealed 
that there was some delay in the disappearance of starch 
and the entry of bile. 

The results of other investigations were as follows :—urine: 
albumin and pus cells ; blood non-protein nitrogen, 37 mg. per 
cent. ; urea clearance, 56 per cent. of normal. The Wassermann 
Teaction was negative, and the blood count was: red blood 
cells, 4,710,000 per c.mm.; white blood cells, 14,680 per 
¢mm.; haemoglobin, 60 per cent.; colour index, 0.78. 
While in the ward the patient steadily lost weight. The 
tests revealed a definite degree of renal inadequacy, and this 
was held responsible for the anaemia. The latter, however, 
failed completely to respond to iron in massive doses, no 
impression being made on the blood picture. 


Comment 


Most of the recorded cases of true thoracic stomach, 
either partial or complete, have been in children. Adults 
have sought advice for severe dyspeptic symptoms, and 


have usually been very ill patients. It is seldom that the 
condition has been discovered accidentally. The interest 
of the present example lies in that it was a chest symp- 
tom—namely, dyspnoea—which led to the discovery of 
the condition. The vague dyspepsia complained of by 
the patient, only admitted on direct questioning, was 
never such as to warrant an x-ray examination. 

In a recent review of diaphragmatic herniae Sir Thomas 
Dunhill! mentions fourteen cases of thoracic stomach, 
and states that it is astonishing how frequently the con- 
dition causes symptoms. The cause of the condition is 
a failure of the oesophagus adequately to elongate, the 
stomach being partially arrested in the posterior media- 
stinum. The stomach comes to be hour-glass shaped, 
the cardiac loculus being within the thorax and the 
pyloric within the abdomen. According to Sir Thomas 
Dunhill dysphagia is common and usually the most 
disabling symptom, and dyspnoea may occur through 
pressure on the pericardium. He also states that the 
symptoms of the condition are such as strongly to suggest 
their origin. This is true of most of the recorded cases, 
and is the reason for their recognition, but it would appear 
highly probable that there are quite a number of indi- 
viduals who carry the condition unrecognized to their 
graves, either through the total absence of symptoms or 
the failure to associate existing symptoms with the possi- 
bility of the condition. 

The importance of dyspnoea as a symptom is stressed 
by Goodall and Hoyt,? who record five cases of thoracic 
stomach, in each of which the symptom calling for treat- 
ment was dyspnoea. The writers, having made the 
diagnosis in one case, were able to recollect two examples 
of dyspnoea where the cause had never been explained ; 
on subsequent recalling these patients they were able 
to demonstrate thoracic stomachs. They divide symp- 
toms into two groups, due to distinct mechanisms: 
(1) interference with normal peristalsis of the gastro- 
intestinal tract; (2) embarrassment of the thoracic 
organs. 

It would seem that the larger the thoracic loculus the 
more extreme the dyspnoea. The latter is said to be 
more marked after a meal, but in the present case the 
patient would not admit to this. The explanation of this 
breathlessness is not obvious. It would appear greater 
than can be explained by a simple reduction of pulmonary 
ventilating surface due to the bulk of the thoracic loculus 
in the chest. There seems little evidence to support the 
suggestion that interference with the mechanism of the 
diaphragm plays any part. The barrel shape of the chest 
in the case here recorded suggested emphysema as a 
possible explanation, but a chest expansion of one and 
a half inches is against this. It is difficult to disregard 
this striking chest deformity, and take the view that it is 
a coincidence. Might not the extreme prominence of the 
sternum be explained as compensatory to the greater 
number of structures which have to be accommodated 
between it and the vertebral column? Cardiac embarrass- 
ment due to pressure by the sac is not a convincing 
explanation of the dyspnoea ; there was no cardiac hyper- 
trophy detected in the present case such as would be 
expected in long-continued cardiac embarrassment. The 
precise cause of the dyspnoea has still to be explained. 

Goodall and Hoyt state that dysphagia, often a dis- 
tressing symptom in true diaphragmatic hernia, is not 
a symptom of thoracic stomach ; the patient in the 
present case did not show dysphagia. Anaemia has been 
described, associated usually with peptic ulceration, but 
it would be a mistake to draw conclusions from the 
anaemia in this case. 


REFERENCES 


Dunhill, Sir Thomas: Brit. Journ. Surg., 1935, 478. F 
2 Goodall, W. H., and Hoyt, L. H.: Arch. Int. Med., 1934, 595. 
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Clinical Memoranda 


Pityriasis Rubra Associated With Streptococcal 
Infection 


A girl of 16 was taken ill on October 28th, 1935, with a 
headache and slight fever. A rash appeared on her body 
on November Ist. On the 3rd she was admitted to Ham 
Green Hospital, this being the sixth day of her illness. 


REPORT 

On admission her general condition was good; her tem- 
pereture was 102° F., pulse rate 120, and respirations 24. 
There was a well-marked scarlatiniform eruption on the body. 
The tongue was furred, the throat deeply injected but clean, 
and the cervical glands were slightly enlarged and _ tender. 
The heart, lungs, and abdomen appeared normal ; the urine 
contained a faint trace of albumin. On November 4th her 
temperature was 103° F., and 10 c.cm. of antistreptococcal 
serum were given intramuscularly. On November 7th the 
temperature ranged from 104° to 106°, and the rash became 
more and more vivid; 20 c.cm. of antistreptococcal serum 
were injected intramuscularly. Diarrhoea began and albumin- 
uria was still present, a few granular casts being found on 
microscopical examination of the urine. On the following 
day the Widal reaction was reported negative. On the 9th 
her temperature was 103°, the rash was still present, and 
coarse desquamation was beginning on the face and hands. 
A differential white cell count gave the following result: 
polymorphonuclears, 61 per cent. ; small lymphocytes, 17.5 
per cent. ; large lymphocytes, 3 per cent. ; transitionals, 
0.5 per cent. ; eosinophils, 18 per cent. There was thus a 
slight leucocytosis and a marked eosinophilia. On the 12th 
a blood culture was reported sterile, and examination of the 
faeces showed numerous streptococci but no pathogens. On 
the 17th the temperature became normal for the first time 
since admission. Slight abdominal tenderness was_ present 
and the diarrhoea was worse, the stools being fluid, with 
shreds of mucus and pus. j 

On November 23rd the temperature rose again, ranging 
from 100° to 103°. The patient was comatose by day and 
restless and noisy by night. There was generalized tremor, 
but examination of the central nervous system revealed 
nothing abnormal. Large pieces of skin were now desqua- 
mating off the hands and feet, and smaller pieces were being 
shed from the face, trunk, and scalp. There was no thicken- 
ing or induration of the skin surface. The lips were involved 
in the general desquamation, but the buccal mucous mem- 
brane was unaffected. The eyebrows, eyelashes, and_ hair 
began to fall out. On the 27th the general condition was 
much worse, the diarrhoea still persisted, and the patient 
collapsed and died at about 9 p.m. 


POST-MORTEM EXAMINATION 

The skin was desquamating in large pieces over the whole 
body and post-mortem staining was marked. The lungs 
appeared normal, but the heart was slightly enlarged and 
showed small recent vegetations on the mitral valve. The 
stomach was dilated, the small intestine was purple in 
colour, the colour being especially deep in the coils lying 
in the pelvis. On section the mucous membrane was con- 
gested and covered with thin muco-pus. The large intestine 
and appendix appeared normal. The mesenteric lymph glands 
were swollen and purple in colour ; the spleen was twice the 
normal size and deeply congested, but firm on section ; the 
liver appeared normal. Both kidneys were enlarged, and 
there were haemorrhagic areas at both poles of the right 
kidney. The uterus was congested. Professor Walker Hall 
reported: ‘‘ Autolysis has advanced considerably, and it is 
difficult to be precise concerning any morbid renal changes. 
On the whole, I consider there was some acute glomerulo- 
nephritis at the time of death. Bacteriologically, -strepto- 
cocci have been found in the interstitial tissue and the 
glomeruli. The intestine yielded a profuse growth of Morgan’s 
bacilli and a little higher proportion of streptococci than 
is usual,”’ 
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COMMENTARY 


When first admitted this appeared to be rather a 
severe case of scarlet fever, but later the accuracy of 
this diagnosis was doubted because the rash persisted for 
at least fourteen days, far longer than is usual jn 
scarlet fever. The throat was clean on admission, and 
remained so throughout the illness ; in cases of scarlet 
fever the administration of antistreptococcal serum usually 
causes the temperature to fall and the rash to fade in 
quite a short time, whereas in this case there was no 
response at all to serum. The aetiology of exfoliative 
dermatitis is uncertain, but a number of contributory 
causes are described by various authors, the most usual 
being a previous infection of the skin, especially psoriasis, 
In this case no such contributory cause could be dis- 
covered, and we were driven to conclude that this was 
some variety of streptococcal infection, but clinically 
distinguishable from that known as scarlet fever. 

I. M. CuL_um, M.D., BS., 


Assistant Kesident Medical Officer, 
Bristol. Ham Green Hospital. 


Pseudo-pancreatic Cyst Occurring After 
Cholecystectomy 
(With Special Plate) 


The occurrence of pseudo-pancreatic cysts following injury 
to the region of the pancreas has been described by 
Jordan Lloyd,! and also by Grey Turner? and others, and 
the association of this condition with the presence of gall- 
stones has been reported by Mowat.* The case to be 
described is of interest in that an effusion into the lesser 
sac developed as a result of an operation for acute 
obstructive cholecystitis. 


REPORT 


A male, aged 46, was admitted to King’s College Hospital 
on May 13th, 1935, complaining of a hernia through an old 
operation scar, and piles. 

History.—In 1932, at another hospital, cholecystectomy 
was performed through a right paramedian incision for acute 
cholecystitis due to impaction of a stone in Hartmann’s pouch. 
Recovery was complicated by mild suppuration in the wound, 
necessitating drainage for six weeks. 

Subsequently the patient’s health remained good until the 
summer of 1934, when he began to lose weight, and a hernia 
appeared in the scar. He adopted a wide abdominal belt 
for support to the scar. He was also suffering from internal 
piles, which bled occasionally. In May, 1935, the hernia 
became larger, the piles more troublesome, and he suffered 
from recurrent constipation. 


Examination.—The man was thin, but in fair general 
health. There was a scar in the right upper segment of the 
abdomen measuring about 9 inches by 3 inches, beneath which 
protruded a large hernia. The liver, not enlarged, could be 
felt through the scar. Prolapsing internal piles were the only 
other abnormality noted. 

It was considered advisable to treat the piles before the 
hernia, and on May 14th they were excised under general 
anaesthesia. The patient's progress was satisfactory until 
May 22nd, when he complained that his abdomen felt tense. 
Examination revealed an indefinite swelling in the left hypo- 
chondrium, tense, and dull on percussion. The superficial 
veins on the anterior abdominal wall appeared dilated, and 
the blood in them was running upwards to the costal margin. 
The abdominal swelling increased rapidly in size, and soon 
occupied the epigastrium and left hypochondrium. On May 
28th the characteristics of the tumour Jed to a diagnosis of 
pseudo-pancreatic cyst. A barium meal showed the stomach 
to be pushed down and stretched around the cyst (Fig. 1 
on Plate). 

On June 4th, under general anaesthesia, the cyst was 
exposed through a left paramedian incision and tapped ; about 
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sixty ounces of dark brown fluid escaped. The cyst wall 
was sutured to the anterior abdominal wall and a drainage 
tube inserted. The fluid was found to contain a fair quantity 
of diastase. A culture was sterile. Recovery was rapid and 
uneventful, the drainage from the wound becoming pro- 
gressively less. 

A skiagram (Fig. 2) taken on discharge from hospital on 
July 4th shows lipiodol in the sinus, now 14 inches deep, 
and a barium meal in the stomach, which has nearly regained 
its normal position. 


It would appear that the foramen of Winslow was 
occluded as the result of reparative processes after the 
operation in 1923, an accident that cannot be very 
uncommon. But a curious feature is that although the 
patient began to complain some years later of piles and 
hernia, it was not until after the operation for piles that 
direct evidence of an effusion into the lesser sac was dis- 
covered. Whether the recent operation was responsible 
for the sudden appearance of the effusion is a matter for 
conjecture. 

Permission to publish this case is kindly given by Mr. 
John B. Hunter. 

W. McN. Nistock, M.B., F.R.C.S. 
Surgical Registrar, King’s 
College Hospital. 
REFERENCES 
ILJoyd, Jordan: British Medical Journal, 1892, ii 
2Turner, Grey: Brit. Journ. Surg., xii, 132. 
Mowat, G. T.: Ibid., xiv, 143. 


, 1053. 


Peritonitis of Unobliterated Processus Vaginalis 


The following case appears to be sufficiently unusual to 
warrant report. I have not found any similar case in the 
literature. 

CLINICAL History 


The patient, a youth of 15, was admitted to hospital on 
November 22nd, 1935, as a case of acute appendicitis. It 
was noted before operation that he had some swelling and 
tenderness over the right inguinal region. The question of 
an inguinal hernia was discussed. The usual abdominal 
incision was made, and he was found to have a gangrenous 
perforated retrocaecal appendix with a general purulent peri- 
tonitis. The right internal inguinal ring was examined, and 
was found to be slightly patent, but there were no abdominal 
contents protruding into it. The appendix was removed and 
the abdomen drained, as much as _ possible of the fluid 
having been removed by suction. He received routine post- 
operative treatment with anti-gas-gangrene serum and acetyl- 
choline, and his progress at first was uneventful. However, 
during the night of November 27th he developed a large 
tender swelling of the right inguinal canal and scrotum, 
vomited, and his pulse and temperature rose. 

A diagnosis of (1) strangulated inguinal hernia, or (2) a 
spread of the peritonitis into the patent processus vaginalis, 
was made and operation decided upon. 


OPERATION 

Under gas and oxygen anaesthesia the right inguinal canal 
and upper part of the scrotum were exposed and found to be 
occupied by a long, hard, and gangrenous swelling, extend- 
ing to the head of the epididymis and strangulated at the 
internal ring. This was at first thought to be a strangulated 
hernia, but after dissection was found to consist of a patent 
processus vaginalis into which the peritonitis had spread, 
and which, together with the other constituents and coverings 
of the cord, had become swollen and strangulated. There 
were no hernial contents, and the internal ring was free. 
The ring was closed, the swollen cord and testicle removed, 
and the wound closed, with drainage. 

There was considerable discharge from the wound for some 
weeks, but otherwise the progress of the case was un- 
eventful, and he was discharged on December 28th. 


V.C. J. Harris, M.B.Camb., F.R.C.S.Ed., 


ess Honorary Surgeon, West Cumberland 
Whitehaven. Hospital. 


Reviews 


THE ENIGMA OF EVOLUTION 

The strange thing about the problem of evolution as it 
now stands is this: biologists are agreed that all living 
things change and have changed, but they differ alto- 
gether as to how evolutionary transformation is effected. 
Darwin, as is well known, attached importance to the 
operation in nature of competition, struggle, survival, 
selection. The authors of The Variations of Animals in 
Nature,! one a deputy keeper of zoology in the British 
Museum, the other, lecturer on entomology at the 
Imperial College of Science, come to the conclusion that 
Natural Selection, if it is a factor in bringing about 
evolution, is one of minor importance. They have 
brought together the latest observations on the part 
played by Natural Selection in the scheme of nature, and 
find that only three of thirty investigations have ended in 
a verdict for Natural Selection. It is strange to elder ears 
to listen to a discussion on evolution as in this book and 
hear no mention made of ‘‘ competition,’’ ‘‘ struggle,’’ 
survival.”’ 

Only characters or variations which serve a purpose 
can be favoured by selection ; if they are neutral or 
useless they are outside the law. Now the characters 
by which human beings recognize each other are neutral ; 
they appear to play no part in the utility service of the 
body or mind. This is also the case with characters used 
by zoologists to distinguish one species from another: 
they are apparently useless, and therefore a species could 
not have come by its specific characteristics through the 
action of the law of Natural Selection. ‘“‘ If the theory 
of Natural Selection is correct,’’ write our authors, “‘ we 
must assume that all those differences must have arisen 
either because at some time or another in their owners’ 
lives they are of adaptive value, or are correlated with 
adaptive characters.’’ They do not seem to be aware 
that this identical problem is discussed by Darwin in 
The Origin of Species. In Chapter VII, while examining 
published objections to his ‘‘ principle of selection,’’ he 
exclaims: ‘‘ It is a strange result which we arrive at— 
namely, that characters of slight vital importance to the 
species are the most important to the systematist ; but 
as we shall hereafter see when we treat of the genetic 
principle of classification this is by no means so para- 
doxical as it may at first appear.”’ 

Are these outward marks which separate individual 
from individual, variety from variety, species from 
species really useless so far as their owner’s fate is con- 
cerned? When knights took to the wearing of armour 
they found it necessary to adopt some outward mark 
to make their identity known to friends and foes. So 
suppose the ideal world of the zoologist was to come true 
and every member of a race or species to be born not 
only ‘‘ hereditarily stable ’’ but an exact counterpart of 
every other. In such a world individuals could not dis- 
tinguish each other ; they would find it necessary, like 
the armoured knights of old, to assume identity marks, 
or like our jazz bands adopt “‘ signature tunes.’’ Without 
specific and individual markings neither life nor evolutior 
would be possible in the animal world. : 

Nor do we think, in estimating the part played b 
‘* Natural Selection ”’ 
the authors of this book use the term in its strict 
Darwinian meaning. Just after the publication of The 
Origin of Species Darwin wrote (More Letters, 1903, 
vol. i, p. 160) to a critic of his ‘‘ Principle of Selection ”’ 
thus: ‘‘ You speak in the earlier part of your letter as 
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' The Variations of Animals in Nature. By G. C. Robson, M.A., 
and O. W. Richards, M.A., D.Sc. London: Longmans, Green and 
Co. 1936. (Pp. 425; 2 coloured plates, 30 figures. 21s. net.) ° 
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of modification, whereas I have over and over again, 
ad nauseum, directly said, and by order of precedence 
implied, that selection can do nothing without previous 
variability—nothing can be effected unless favourable 
variations occur.’’ Our authors lay themselves open to 
the strictures which Darwin brought against his critic 
seventy-six years ago. They often speak of Natural 
Selection as if it were an active agent in bringing about 
change. It is true that the popular ‘‘ makes ’’ of motor 
cars may be said to be a result of selection—on the part 
of the public—but the materials of variation and evolu- 
tion on which their choice acts have to be sought for in 
the manufacturers’ workshop. It is just as difficult to 
distinguish the grounds on which Nature bases her pre- 
ferences as to determine the reasons which guide the 
public in its choice of motor cars. This difficulty seems to 
explain why so many attempts to analyse the part played 
by selection in the process of evolution have proved 
futile. 

It would be unfair to readers to leave them with the 
impression that only old problems are discussed in The 
Variations of Animals in Nature. Very many modern and 
urgent matters receive full and adequate treatment. The 
experimental evidence bearing on the problem of “‘ in- 
duced modifications,’ ‘‘ physiological races,’’ sterility, 
mimicry, and protective colouring is given fully in its 
latest form. The manner in which new and_ useful 
qualities and structures are produced in the realm of 
nature still remains our chief enigma. 


ARTHUR KEITH. 


NEUROLOGY, PSYCHIATRY, ENDOCRINOLOGY 
The Year Book of Neurology, Psychiatry and Endocrin- 
ology” for 1935 comes as a boon to all those who wish to 
keep themselves abreast of recent advances and who have 
not time to consult the original papers. For the arrange- 
ment is orderly, and the articles though concise are not 
mere abstracts, but critical reviews. 

Professor Reese, who edits the neurological section, 
calls attention to three subjects which have brought the 
anatomists, pathologists, and clinicians into the same 
workshop ; he refers to the diencephalon, the premotor 
area, and the electric potential graphs from the human 
brain. The complicated anatomical network of the 
diencephalon has been disentangled ; it is concerned prim- 
arily with the emotional pattern on the one hand and with 
vegetative adjustments on the other. In this way it 
produces the physical effects of emotional disturbance, 
and thus the symptoms of ‘‘ functional ’’ disease. F. M. 
R. Walshe criticizes the conclusions of Fulton and his 
co-workers as to the existence of a syndrome characteristic 
of a lesion in the premotor area, for with respect to all 
except the sign of “‘ forced grasping ’’ it represents a 
sequence of events and signs common to every case of 
progressive hemiplegia. There is a helpful review of the 
work of Adrian and Matthews, which has confirmed and 
added precision to Berger’s observations on changes in 
the electric potential in the human head. The electric 
discharge is at its maximum when the eyes aré closed, 
the mind at rest, and external stimuli reduced to a mini- 
mum. Normally the rhythm is abolished on opening the 
eyes, or, by mental effort or by sensory excitation, 
although it is unaltered by even the most intense muscular 
effort. These observers differ from Berger in restricting 
these variations of potential to the occipital region. This 
may account for the fact that even opening the eyes in the 
dark will inhibit the rhythm, for this act is associated 
= The 1935 Year Book of Neurology, Psychiatry, and Endocyino- 


l Edited by Hans H. Reese, M.D., Harry A. Paskind, M.D., 


and Elmer L. Sevringhaus, M.D. Chicago: The Year Book 


Publishers ; London: H. K. Lewis and Co. Ltd. 1936. (Pp. 7753 
postage 


98 figures. 3 dollars or 12s. 6d 


Tre Britisy 
MEDICAL JOURNAL 


automatically with the expectation and effort to see, ]t 
is particularly interesting that the rhythm which disap- 
pears on concentrated intellectual exercises returns when 
the attention begins to wander. 

Dr. Pasktnp, who edits the psychiatric section, writes 
in a more minor key. He thinks the rapid growth of the 
subject has not always been sound or critically controlled, 
and that there has been a tendency to put the claims too 
high. He is opposed to the modern tendency to stress 
environmental influences at the expense of constitutional 
factors. The endocrine section, edited by Dr. SEvrine- 
HAUS, is also admirably arranged, and due emphasis jg 
laid on the changes in point of view or new discoveries 
which have appeared within the last year. Altogether, an 
excellent and helpful volume. : 


“INVESTIGATING PANCREATIC FUNCTION 
The deep-seated position of the pancreas has always made 
diagnosis and the elucidation of its various disorders diffi- 
cult ; any new method of investigation of disease of the 
pancreas is therefore of interest. Dr. Marc BoicGert has 
written a monograph* describing the investigation of 
pancreatic lesions and functional disturbances by the study 
of pancreatic juice, secreted after the injection of the 
duodenal hormone secretin. First a duodenal tube js 
passed, the gall-bladder emptied by appropriate methods, 
and the increased flow of pancreatic juice and contained 
enzymes after the injection of secretin is measured. The 
author has confined himself to estimating the lipase and 
trypsin, and for some reason has neglected amylase. 

The book contains a description of the technique and 
full details of numerous observations on cases of disease 
of the upper alimentary tract. As one might expect, 
lesions of the head of the pancreas and chronic pancreatitis 
show diminished response in volume and enzyme content, 
The method is promising, but arduous for the patient and 
laborious for the investigator. One would have liked 
to see these new methods compared in the same cases 
with the older and simpler means of microscopical and 
chemical analyses of the faeces to feel convinced of their 
superiority. The book is well written and produced, and 
should be of interest to specialists. 


AN AMERICAN TEXTBOOK OF SURGERY 

If we may speak of an American school of surgery in 
contradistinction to a British or a Continental school, the 
Textbook of Surgery,* by American authors, edited by 
FREDERICK CHRISTOPHER Of Illinois, may be said to repre- 
sent the recent views of this school in a comprehensive 
inanner. The various branches of surgery, including 
gynaecology, are dealt with in this work of some 1,600 
pages and 730 figures, which is the combined effort of 184 
contributors, and the editor is to be very heartily con- 
gratulated both upon the distinguished list of his col- 
laborators and upon the excellence of the production. To 
bring the results of the work of so many contributors into 
a form in which, in addition to a continued and smooth 
flow of text, there is a minimal amount of repetition is 
no easy task, and it has been admirably accomplished in 
this volume. 

In his preface the editor pays a tribute to the late 
Dr. Starr Judd of the Mayo Clinic, and to various other 
authorities who have assisted him in the construction of 
the work. The list of contributors includes such well- 


3 Lesions du Pancréas et Troubles Fonctionnelles Pancréatiques. 
By Marc Bolgert. Paris: Masson et Cie. 1936. (Pp. 262; 
22 figures. 45 fr.) 

‘4 Textbook of Surgery. By American Authors. Edited by 
Frederick Christopher, B.S., M.D., F.A.C.S. Philadelphia and 
London: W. B. Saunders Company. 1936. (Pp. 1,608 ; 730 figurgs. 
42s. net.) 
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known authorities as A. W. Adson, Donald Balfour, Pro- 
fessor William Boyd, the pathologist, W. McK. Craig, 
Loyal Davis, Evarts Graham, Arthur E. Hertzler, Dean 
Lewis, Jeff Miller, Max Peet, Smith-Petersen, Steindler 
of Iowa, Waltman Walters, and A. O. Whipple. These 
few names from the many well-known contributors will 
serve to indicate the quality of the contributions and the 
high standard of the work. = 

From so rich and vast a field as this book offers it ‘s 
difficult to choose one section in preference to another for 
our comments, but that dealing with fat embolism is the 
best description of the condition that we have en- 
countered in any recent textbook of surgery. De Takats, 
who writes this, tells us that the urine when carefully 
examined is positive for fat after every fracture, bone 
operation, or severe contusion, and he suggests that the 
accompanying shock of an injury with a resulting fall in 
blood pressure may make otherwise insignificant amounts 
of fat in the pulmonary capillaries the cause of death ; 
of fatal cases, 104 of a series of 112 were due to fractures. 
In discussing prophylaxis he says: ‘‘ In osteotomies the 
saw should be used in preference to the chisel.’’ The 
section on head injuries is aptly introduced by a quotation 
from Professor Harvey Cushing: ‘‘ It is the fractured 
skull which is exhibited in our museums, not the damaged 
brain... . But... what has happened to the skull 
is of far less moment than what has happened to the 
brain, and this has been given less study.”’ 

This is certainly one of the best of the recent text- 
books of surgery and should be as valuable to the graduate 
as to the undergraduate studying surgery for the first time, 
because while it includes essentials, it represents also the 
collected ovinions and latest views of a band of those who 
are leaders of surgical thought and of the practice of 
surgery in America to-day. 


THE MEDICAL ASPECTS OF CRIME 

Dr. Norwoop East's experience of medical work in 
prisons dates from the beginning of the century, and he 
has risen to the rank of Prison Commissioner and head of 
the Prison Medical Service. He is the first authority in 
this country on the medical approach to crime and 
criminals, and his opinions are considered with respectful 
interest in all civilized countries. He has now collected 
his experience in a book® which will probably stand as a 
classic in this subject for a generation or two to come. 
It is largely compiled from writings which have already 
appeared in various medical journals, and covers nearly 
every aspect of this wide field. 

Dr. East begins with some interesting historical chapters 
which show the appalling conditions of prison life until 
comparatively recent times, and traces the growth of 
prison reform up to the present day, first in the increasing 
care for the physical welfare of prisoners, and lately for 
the understanding and improvement of their mental con- 
dition. He then reprints his masterly paper on attempted 
suicide, with an analysis of 1,000 consecutive cases ; this 
was published in 1913, and has been amended in the light 
of later information. It is accompanied by his recent 
address to the Medico-Legal Society on suicide from the 
medico-legal aspect. Many will be surprised that Dr. 
East can still hold the opinion that attempted suicide 
should remain a misdemeanour punishable by law. 
Countries not governed by the common law are often 
unable to understand the British legal attitude towards 
suicide, and regard it as ridiculous and an evidence of 
barbarism. There is a strong body of opinion in this 
country which considers that it should be taken out of the 


* Medical Aspects of Crime. By W. Norwood East, M.D., 
eat London; J. and A. Churchill, Ltd. 1936. (Pp. 437. 
net. 


criminal code altogether. The case for its retention is, 
however, stronger than some persons imagine. In practice 
the law regards the would-be suicide with great sympathy, 
and when a person is charged with this offence the first 
thought of the court is to place him under suitable care 
and control. This is essentially an instance in which the 
offender is considered and not the offence. 

Dr. East’s chapter on exhibitionism is full of valuable 
information concerning this increasingly common offence 
and its psychological causes and cure. He also discusses 
the relation of the skull and brain to crime, mental 
inefficiency in adolescent criminals, the various types of 
imprisonment and labour, sterilization, murder, alcohol 
and drugs, and the psychological reactions of prisoners. 


INFRA-RED IRRADIATION 

The little book by Dr. W. Braumont on Infra-Red 
Irradiation® can be warmly recommended to physicians 
with a special interest in physical medicine and to the 
general practitioner in his constant needs for improved 
methods of treatment. Whether the cause of disease is 
eradicable or not, it is for the relief of symptoms that 
the patient most often consults his doctor, and for the 
relief of pain that the doctor is often ill equipped. 

Dr. Beaumont’s account of infra-red irradiation and 
his analysis of 1,000 cases in which it was used, either 
as primary or ancillary treatment, will show that for the 
relief of pain infra-red irradiatién is of undoubted value. 
The technique of its administration is extremely simple, 
but the physical basis of its use in medicine should be 
understood by those who apply it: treatment should 
always be given with vigilance, and careful notes made 
of patients’ reactions to it. The author’s remarks on 
administration and the choice of apparatus are practical, 
while his accounts of the physiological effects and the 
treatment of common symptoms are of special interest. 
The final chapter, on the application of infra-red rays 
in disease, based on an analysis of the reports on the 
1,000 cases, gives an interesting impression of the com- 
forting qualities of infra-red rays in a wide variety of 
conditions, 

But it is the author’s short introduction which will 
attract the reader, by its pleasantly open-minded approach 
to the subject, and will invite him to examine further 
a useful therapeutic measure. 


Notes on Books 


The Practitioner’s Library of Medicine and Surgery, 
the aim of which is to provide a bookcase containing 
all that need be known to make the complete doctor, has 
devoted its tenth volume’ to dermatology and syphilo- 
logy. The editor, Dr. Guy Lane of Harvard, has gathered 
round him a distinguished team of collaborators, who 
have produced a noble and well-illustrated volume which 
is well worthy of a place on the physician's bookshelf 
as a work of reference. It is planned on conventional 
lines, different contributors being responsible for infec- 
tions, pigmentary disturbances, dermatitis and eczema, 
etc. ; and syphilis, which is dealt with by Dr. J. E. 
Moore, occupies one-fifth of the entire volume. In this 
very full and well-written chapter a complete picture of 
the disease is given from every point of view. There is 
a full discussion of the Wassermann reaction. Only the 
question of treatment is omitted, for the reason that that 
had already been discussed in the eighth volume of this 


* Infra-Red Irradiation. By William Beaumont. M.R.C.S., 
L.R.C.P. London: H. K. Lewis and Co, Ltd. 1936. (Pp. 140; 
29 figures. 6s. 6d. net.) 


™The Practitioner's Library of Medicine and Surgery. Vol. x, 
Dermatology and Syphilology. New York and London: D. Apple- 
ton-Century Co. 1936. (Pp. 1,010. £2 10s. per volume; sold in 
sets only.) 
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series. The author proudly announces at the very begin- 
ning of his article that syphilis is America’s gift to the 
world. In a recent revue that has had a long run on 
the London stage one of the most amusing scenes is the 
trial of Christopher Columbus on the charge of having 
discovered that continent. Had the judge known what 
Dr. Moore tells us, the penalty inflicted would no doubt 
have been greater! This volume of the Practitioner’s 
Library is a stout and heavy one, but a special word of 
praise is due for the binding, which permits the book 
to open easily without strain at any point and thus 
facilitates reference. 


Biologische Wirkungen des Alkohols auf den Stoff- 
wechsel, by Professor ADOLPH BICKEL, gives an account 
of experimental work carried out in the author’s labora- 
tory during recent years upon the biological action of 
alcohol on metabolism (Leipzig, G. Thieme, RM. 90). 
One interesting conclusion is that muscular work definitely 
increases the rate at which alcohol is metabolized. A large 
proportion of the book is concerned with the influence of 
insulin on the metabolism of alcohol. Administration of 
insulin produced little effect on the blood alcohol content, 
but diminished the duration of intoxication, and it is 
suggested that insulin therapy deserves a trial in the 
treatment of alcohol intoxication. 


We have received from the Studio Ltd. (44, Leicester 
Square, W.C.2) two beautiful publications: one is the 
fifth annual issue of Gardens and Gardening, 1936 ; the 
other is the thirty-first annual issue of the Studio Year- 
book, entitled Decorative Art, 1936. The illustrations and 
letterpress are admirably produced, and each volume con- 
tains charming supplements in colour. The price of each 
is 7s. 6d. in wrappers and 10s. 6d. in cloth. They are 
obtainable from any bookseller or newsagent. 


Reprints of papers on research work from the wards 
and laboratories of the London Hospital during 1935 
have been bound together in paper covers, and the 
volume is obtainable from Messrs. H. K. Lewis and Co. 
Ltd. at 7s. 6d. 


Preparations and Appliances 


AUTOMATIC APPARATUS FOR ANALGESIA OR 
ANAESTHESIA 
Mr. T. Younc Simpson, C.B.E., F.R.C.S., writes: 

The apparatus described below can be used with or without 
a pre-anaesthetic or with chloroform, chloroform and ether, 
ether, nitrous oxide and ether, or nitrous oxide alone. It 
consists of a Woulfe’s bottle arranged so that it can be sus- 
pended from the top of the bed, to avoid spilling or breaking, 
by means of two metal rings and hooked chain at the neck 
of the bottle. 

The long or inlet tube dips into the chosen anaesthetic 
fluid, the depth of the fluid in the bottle regulating the 
strength of the vapour inhaled by the patient. The short 
or outlet tube is bent at a right angle, and to it is attached 
an unkinkable rubber tube leading to the face mask, from 
which it can be detached. Both the inlet and the outlet 
tube are of metal. The face mask has an qpening in 
the floor, three-fourths covered by an adjustable rubber 
flap supported on a metal plate and regulated by a screw, 
by opening or closing which the strength of the vapour inhaled 
can be segulated. The valve acts as an inspiratory and 
expiratory valve during ordinary respiration, but during 
forced inspiration, such as occurs during a labour pain, the 
rubber flap closes down on the hole in the mask, shutting 
off some of the air and causing some to be drawn through 
the anaesthetic fluid, and after inspiration it is expired through 
the valve. The mask has three hooks at the neck for 
attaching Clausen’s headstrap, in order to keep it on the 
patient’s face. In giving nitrous oxide water is placed in the 


Woulfe’s bottle and nitrous oxide gas is transferred from a 
cylinder to a half-sized fabric air-bed—a rubber one 
suitable, as it expels the gas when not required. 


is not 


This filled 


air-bed is placed on the floor under the patient’s bed and its 
outlet connected by an unkinkable rubber tube to the inlet 
tube of the Woulfe’s bottle. During forcible breathing N.Q 
is drawn through the water and inhaled by the patient. When 
nitrous oxide and ether are employed ether is placed in the 
Woulfe’s bottle instead of water. Personally I have found 
chloroform or ether so satisfactory with this apparatus that 
I only mention alternative methods for those who prefer 
them, or in toxic cases. N,O I have never found to be 
sufficient or to act quickly enough to be of much use without 
a pre-anaesthetic. If the apparatus is employed without a 
pre-anaesthetic the patient should be instructed to apply the 
face mask and inhale forcibly during each pain ; it will soon 
be found, if the pains are at all frequent, that she dozes of 
between each, and when this occurs the mask should be fixed 
on the face by Clausen’s headstrap, fastened to the three 
hooks on the neck of the facepiece, and it will then be 
observed that only during a pain will the patient breathe 
forcibly enough to be able to inhale the anaesthetic vapour 
by closing the valve. The apparatus can safely be left 
in the hands of a nurse under medical supervision. It hag 


LONDON 


been made for me by Messrs. J. Bell and Croyden (Wigmore 
Street, London), to whom I am greatly indebted for the 
trouble taken in carrying out my wishes. My best thanks ate 
due to Sir Frederick Menzies, Professors Young and Browne, 
Dr. Morris (St. Leonard’s Hospital), Dr. Greenwood (Bethnal 
Green Hospital), Dr. Irvine (Ducane Road Hospital), and 
others for kindly allowing me to demonstrate the apparatus 
which I have found so satisfactory for safe analgesia and 
anaesthesia during labour. The apparatus can be used for 
producing anaesthesia during an operation, in which case 1 
attach an oxygen cylinder to the inlet tube and bubble oxygen 
through the Woulfe’s bottle containing ether. 


AUTOMATIC VOLUME CONTROL IN HEARING AIDS 


A development in the technique of electrical amplification in 
hearing aids is announced by the Multitone Electric Com- 
pany, Ltd. (17, New Cavendish Street, W.1). In most of 
such aids the user can alter the amplification of the instru 
ment to suit the requirements of the moment, but such 
volume control does not safeguard him from being jarred 
by sudden loud noises, which may give him an unpleasant 
shock before he has time to alter his volume conteel This 
may not be very significant in ordinary conversation; but 
in theatrical performances or music loud sounds may follow 
immediately upon minor ones without warning. It is as 
important to protect the deafened person from a loudness 
which makes speech unintelligible as it is to magnify ordinary 
sounds up to his hearing capacity. This problem has been 
tackled by placing on the market a three-valve portable 
deaf-aid amplifier which, in addition to ordinary manual 
control, has a variable maximum limit of output power 60 
that the sound heard by the deafened person never becomes 
intolerably loud. A headphone attachment for a radio set 
has also been devised to include the automatic volume check. 
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PART I 


In six previous articles’ I described the changed social and 
living conditions in the U.S.S.R. and the resultant effects 
on epidemics and intectious and metabolic diseases, as 
well as the progress of science and of the public health 
department under the new Government. In the present 
discussion I shall indicate the trends since my earlier 
articles. 

As any opinion depends partly, if not largely, on the 

int of view of the observer, it is well to give the reader 
at the outset the advantage of knowing what this is. My 
knowledge of the U.S.S.R. began in 1922 while with the 
American Relief Administration (1922-3), after which I 
worked five years with Pavlov (1924-9). I visited the 
Union again in the summer of 1933, and during the Inter- 
national Physiological Congress, August, 1935. Without 
political alliances, I have no brief to make for any political 
theory, nor any conscious interest at stake that would 
bias my use of data collected. I count myself a friend of 
the U.S.S.R., and if any of the evidence here submitted 
seems harsh or unfavourable, it is because I consider the 
social experiment one of such magnitude that it deserves 
an honest effort to face all the facts and to evaluate them 
—a task which so far has been impossible for anyone living 
within the country on account of irresistible political 
pressure to go with the movement rather than to halt for 
criticisms, doubts, or evaluations. 


Past Famines 


Famines were common throughout the world until 
several centuries ago, since when they have disappeared 
from the highly industrialized nations. Even as late as 
the seventeenth century in Western Europe every eight or 
ten years there was a high mortality from famine. In 
1125 one-half of the population of Germany died from 
starvation. In Hungary in 1505 parents killed and ate 
their own children. Germany and France suffered famines 
in 1817, 1840, and 1847. In 1877 6 million out of the 
population of 56 million in northern China starved to 
death. 

It has been stated that famine and epidemics have run 
a crimson thread through the history of Russia. Thirty- 
eight major famines have been described since 1024. 
Those of the last century occurred in 1822, 1833, 1840, 
1873, 1880, 1883, 1891-2, 1898-9, 1907, and 1911. In 
1891-2, 35 million people were said to be starving; and in 
1911 a famine extended over a third of European Russia.’ 
Many of these famines were accompanied by such horrors 
as eating of bark, grass, and dung, and cannibalism. In 
1701 in Moscow pies made of human meat were sold 
openly in the streets. ‘‘ Thus famine for the human 
race, and especially for our country, is more usual than 
unusual,’’ writes a Russian physician in 1922.% 


Living Conditions 

The horrible living conditions consequent to the Great 
War and Revolution, lasting through 1922, resulted in 
widespread epidemics and famine of enormous magnitude; 
With the introduction of the ‘‘ N.E.P.’’ (mew economic 
policy of Lenin), permitting free trade, there had been a 
gradual return to normal or above the normal for Russia 
by 1926, and the epidemics subsided. These phases have 
been described in my previous articles. After 1927, with 
the intensive drive against private commerce, and with 
the forced production called for by the Five Year Plan 
coupled with loss of exports through the world crisis, there 


was a gradual reduction in the standard of living, 
culminating in the great epidemic and famine of 1932-3. 
Since 1933 these extreme conditions have disappeared; 
material conditions such as food, clothing, and lodging are 
approaching the average of 1925-7, the easiest and best 
years after the Revolution, as concerns living standards; 
and epidemic conditions have again vanished. 

It would not be fair to assume, however, that during 
these years no progress had been made by the Government. 
Mighty projects were undertaken, involving the rapid and 
often frantic industrialization on all fronts of Russia, 
inclusive of military preparedness and strengthening of the 
Red Army, forced collectivization of the peasant into 
State Farms (where the labourers are paid wages like 
workers) or Communal Farms (where the labourers divide 
the harvest after yielding a certain proportion to the 
Government). 


The Period 1929 to 1933-5 


In 1929 the belt began to tighten as the population was 
put on ration cards used under the military communism ol 
Lenin. All food and commodities had to be paid for, but 
the prices and allowances depended upon the category ot 
the purchaser (such as factory worker and _ scientist). 
Certain classes (priests, merchants, those in political dis- 
favour or under suspicion) had no right to buy in the 
Government shops. Even in these shops there was a 
great shortage for all except a very few, and only the bare 
essentials could be had, such as black bread and potatoes, 
meat twice a week, and butter occasionally. Prices in 
the open market, where such articles as butter, meat, 
apples, flour, could be bought without permit, were 
prohibitive. Thus 1 kg. of butter represented two weeks’ 
salary of a tram conductor or hotel porter, two to three 
days’ wages of a well-paid skilled worker, and perhaps 
one day’s salary of a most prominent professor who had 
several posts. High officials could get more from special 
shops. 

The total of the harvests of 1930-3 was hardly below 
the total of three average years, although there was one 
bad year. However, a great famine occurred throughout 
Russia and Siberia, though chiefly in the Ukraine, owing 
to (1) the policy of the Government to conserve food for 
the Red Army under fear of a conflict with Japan and 
Germany, (2) to export more than it could afford in order 
to purchase heavy machinery and maintain its credit 
abroad, (3) its internal policy with the peasants. The 
latter, rather than surrender their cattle to the State in 
the process of collectivization, killed and ate them; so 
that live stock of all kinds had diminished in 1935 to 
50 per cent. or less of the 1929 level. 


A Civil War with the Peasants 


Also, with the forcing of the peasant into the Collective 
and State Farms, a wastage from passive resistance 
ensued, as well as a disappearance of small vegetables, 
fruits, and meat. This latter want was enhanced by the 
virtually prohibitive measures against sale of such goods. 
In order to eliminate the middleman, a peasant could sell 
only directly to the customer, and only the products which 
he himself raised, but it was unprofitable or impossible 
to travel 100 kilometres to Moscow to peddle a sack of 
apples. Moreover, as transportation facilities were used 
by the Government chiefly for its industrial and official 
projects, people in the northern regions suffered greatly 
from vitamin deficiency, resulting in the unprecedented 
increase of scorbutus. 

During this period the cities were kept supplied with 
food by requisitions from the country, so that the exact 
opposite prevailed from the conditions of the 1920-1 famine 
where the city population made excursions to the peasant 
regions, returning with sacks of potatoes and corn. The 
following anecdote is indicative of the situation: One 
peasant asks another ‘‘ What is the difference between 
Bolshevism and Communism? ’’ ‘“ Bolshevism,’’ he 
replies, ‘‘ is when there is no food in the cities, and Com- 
munism is when there is no food in the country.’’ 
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the Tsarist regime, prevented an influx into the cities, 
where food was more plentiful, and likewise the wandering 
masses of peasants seen in 1920-3. The preservation of 
order by keeping starving hordes out of the cities, Cruel 
as it seemed, probably prevented the same widespread 
epidemics that attended the famine of 1920-3, although 
typhus and scorbutus were raging, and bubonic plague 
broke out in certain places. But in general this last 
famine was systematic, orderly, and controlled. A few 
stray peasants did get by the police and wander into 
Moscow to die on the streets, but in the large cities one 
could usually see nothing that would remind him of 1920-3; 
the railroad stations and public places were relatively clean 
and clear of the masses of refugees who formerly took up 
their abode there 

In order to break the spirit of their resistance, recalcitrant 
peasants by the million were transported, as during a war, 
to the forests of the north to cut wood in the tundras or 
to dig canals, or into exile in Siberia. Sometimes whole 
villages, as those of the Kazaks of the northern Caucasus, 
were transplanted in this way—sometimes with, sometimes 
without, their families, who, left behind without rations, 
often starved. These facts are mentioned to show that 
the First Five Year Plan included in the programme what 
was in effect a civil war with the peasant: not only was 
he brought within the fold of Communist control but also 
he bore the chief burden of its cost. 


Epidemics and Famine 

War has always been accompanied by a spread of disease. 
In my previous articles I described the effect of the Great 
War and its aftermath of confusion, spreading disease 
throughout Europe, especially in backward countries 
where epidemics reached enormous proportions. Even 
well-ordered countries like England, France, Germany, 
and Sweden showed increases in some diseases, such as 
tuberculosis, syphilis, and deficiency diseases. Each 
country showed special fluctuations as a result of its own 
national resistance and susceptibility to changes in 
living. It is not difficult, therefore, to understand why the 
second civil war in the U.S.S.R., the Five Year Plan, 
produced famine and disease. 

The fact that the U.S.S.R. has, especially during the 
Five Year Plan, considered itself on a war _ basis—not 
only with the outside world (lessened somewhat by her 
entrance into the League of Nations and the relinquishing 
of the active idea of world revolution), but also with the 
peasant—accounts for the second great famine and the 
epidemics during the Soviet regime, as well as for the 
difficulty of collecting any information that would reveal 
the economic condition of the country to its enemies. 
Publication of unfavourable facts was prohibited just as it 
was in the warring nations during the Great War. Foreign 
correspondents living in Moscow were discouraged or 
prohibited from touring outside the large cities when the 
famine and epidemics were at their height, so that the 
world did not realize the gravity of the situation until a 
year or more afterwards. Famine and epidemics were 
officially denied. Information had, therefore, to be 
collected by word of mouth as in the olden days under the 
early Tsars when the chroniclers wrote their accounts. 
Data furnished to foreigners were so erroneous as to be of 
no use—for example, fifteen deaths per day were reported 
as fifteen cases per month. The above explanation seems 
necessary in view of the apparent contradiction of official 
and actual figures which might confuse the reader to an 
extent fhat would render useless any account. 

Famine casualties for 1932-3 have been variously esti- 
mated from 2 to 15 million. Accounts from Siberia, the 
Volga, and the Ukraine indicate that the catastrophe was 
probably equal in size to the first famine of 1920-2. Whole 
villages were wiped out in the two latter regions, and ecye- 
witnesses reported all the scenes of horror noted in 1920-2 
(vide Journal, August 23rd, 1924, and August 14th, 
October 23rd and 30th, 1926). Starving children appeared 


THE Britisy 
EDICAL JourRNaL 


when I first entered the U.S.S.R. in 1922. An Officia] 
Soviet report states that the number of households in 
Russia decreased from 25 million in 1929 to 20 million jy 
1933 (reported by A. T. Cholerton in the Daily Telegraph 
London, August 23rd, 1934). This figure does not neces. 
sarily indicate a corresponding decrease in population; 
some of it was accounted for by the transportation of 
perhaps several millioas of peasants from their homes to 
lumber camps and other public projects. The evidence for 
the extent of this famine is too overwhelming to be ques- 
tioned by anyone familiar with the U.S.S.R. Space 
— discussion here, but this is given in detail in my 

istory of Russian Medicine (Harpers, New York, 1936), 


Deficiency Diseases 


Deficiency diseases, notably scurvy, rose to much greater 
proportions than in the earlier famine, and the reasons for 
this have been explained, such as the lack of production 
by the peasant of green vegetables. Scurvy was prevalent 
not only in workers’ camps in the north, where 80 per cent, 
of some of those near Sverdlovsk were reported as afflicted, 
but also among the best fed in the large cities. In 1933, [ 
saw two prominent scientists who had been receiving 
sufficient caloric rations incapacitated by scurvy. The 
numerous accounts of trustworthy observers reporting the 
occurrence of this disease throughout the U.S.S.R. make it 
safe to assume that the size of the epidemic was equalled 
only by those of the Middle Ages. 


Contagious Epidemics 

The earlier famine was accompanied by cholera, recur- 
rent fever, typhoid, small-pox, and typhus, but in 1932-3 
only the last became widespread. Possibly this was due 
to the marked improvement in the water supply and sewage 
disposal, compulsory vaccination effected by the Soviets, 
as well as the restriction of refugee movements. Typhus, 
however, which had never completely subsided, flared up 
all over the country, as it always does when conditions 
are favourable in a land where it is endemic. In Russia, 
moreover, it has always gone hand in hand with famine. 

The peak of the typhus epidemic coincided with that of 
the famine (spring, 1933). The contributory factors were 
increased poverty with under-nutrition, overcrowding, 
and the lack of soap and hot water for bathing. Soap was 
so scarce that it could only be bought in the Torgsin shops 
by foreigners or by natives in exchange for either foreign 
currency or precious metals, such as silver spoons. From 
the subsidence and periodicity of typhus epidemics in 
Russia, one would be led to postulate that, in addition to 
the above factors, an immunity develops in enough of the 
population to prevent recurrence for a certain number of 
years—until there are again a_ sufficient number of 
susceptible subjects. 

The prevalence of typhus probably equalled that in the 
epidemic of 1921-2, which caused several million deaths, 
and the mortality rate was said to be higher; no official 
figures are available. In June, 1933, 400 new cases daily 
were admitted to the hospitals alone of Moscow and one 
half as many in the Leningrad hospitals. In May, 1933, 
one of the large Moscow hospitals reported fifteen deaths 
per day from typhus. Accounts of the disease were pro- 
hibited, not only in the papers but in the medical journals, 
and officially it was reported as ‘‘ Ferm No. 2."* A 
marked difference has to be noted from the epidemic ot 
1921-2. In that one, as I pointed out (British Medical 
Journal, January 29th, 1927), the medical profession were 
particularly susceptible, owing to their overworked con- 
dition, extreme exhaustion, and malnutrition ; but in the 
latter epidemic, the preferential treatment (food and 
other comforts of life) of this group as well as of others 

* Kaminsky, G. N. (Commissar of Health): Health Protection in 
the Soviet Union, Biomedgiz, Moscow, 1935. He says: “‘ We can- 
not hide the fact that there was a time when the physician was 
prohibited to use the term typhus. He should say, for example, 
‘Worker Ivanoy is sick with No. 1 or No 2.’ Worker Ivanov 
did not know that this number was spotted typhus.... We 
have not yet learned to exterminate completely’ all of out 


at the railroad stations in 1933 similar to those I had seen 


epidemics.” 
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rtant for the Government, markedly reduced the 
incidence in their ranks. 

Bubonic plague, the Black Death of the Middle Ages, 
though occurring in some parts of the U.S.S.R., especially 
in Siberia (as it did in Astrakhan during 1921), apparently 
did not become widespread ; no cases were reported in the 
large centres. The only authentic account that I had 
was that of an American engineer, resident in Siberia for 
several years. Reports which he considers reliable stated 
that all the inhabitants of badly afflicted villages were 
shot and the houses set fire to, a measure more stringent 
even than that of mediaeval days, when anyone escaping 

varantine and coming out of the village was burned. 
Such severe methods, characteristic of the present govern- 
ment, though seemingly cruel, are perhaps justifiable 
under the circumstances ; they are responsible for the 
order prevailing even under the stress of the terrific living 
conditions during the First Five Year Plan as well as 
for the amazing and varied accomplishments of the Soviet 
regime. 

Disease and Economics 


“Each change of cultural conditions has a definite 
repercussion on the diseases of the time ’’ (Sigerist). 
Economic variations in other countries have had their 
disease accompaniments. For example, in the United 
States during the economic crisis there occurred an increase 
of suicides and mental depressions, as well as of deficiency 
diseases such as pellagra and of infections (malaria). On 
the whole, however, the death rate in England and in the 
U.S.A. has been the lowest on record, falling in 1933 to 11.4 
in England and to 10.7 in certain areas of the U.S.A. 
Infant and tuberculosis mortalities have declined. 

Why is this contrast with the U.S.S.R. in regard to 
epidemics so great? Principally it is because England 
and the U.S.A. live on a surplus; economic depression does 
not go to the point of starvation. In the U.S.S.R., where 
the people have been existing on strictly limited rations, a 
slight reduction means severe deprivation. How restricted 
have been the rations in Soviet Russia is attested by the 
intent of the Soviet Second Five Year Plan to treble the 
consumption of meat—a measure which would hardly be 
advisable in a meat-eating land. Further, according to 
Sydenstrecker, Perrott, and Collins, ‘‘ the death rate is not 
an adequate criterion of the extent of sickness.’’** Resist- 
ance to disease and malnutrition do not show an effect 
until later. Infant and tuberculosis mortality increased in 
certain parts of New York. The authors quoted report 
among the lower income classes, averaging less than $150 
annually per capita in certain large American cities investi- 
gated, a higher incidence of disabling disease in 1933 as 
compared with 1929. It is probably because such a large 
proportion of the Russian population have not yet lifted 
themselves out of what for England and the U.S.A. would 
be the impoverished group that the reduced standards of 
1929-33 brought more suffering there. Apropos of this 
difference, Walter Duranty quotes a Russian asking how 
the American Government kept the typhus epidemic 
(which he assumed they must have had during the 
economic crisis) out of the newspapers.* 

“ Civilization,’’ says Sigerist,’ ‘‘ is possible only in 
countries where the health is more or less good. ‘The 
coming and going of epidemics was often followed by 
improvements in civilization.’’ He cites the depopulation 
of the Koman Campagna by successive epidemics of 
malaria from Roman days to the present. The U.S.S.R. 
would almost seem an exception to this rule. The pro- 
gless made there in the face of severe epidemics was 
doubtless possible because of emotional factors—the 
stimulus of industrialization, expansion, and revolutionary 
zeal. Now that living conditions are better and health 
improving, we may look for a real advance of civilization 
as hitherto unknown in that land. 


Vital Statistics 


Over most of the western world (e.g. France, England, 
the U.S.A.) population has tended to become stationary 
through reduction of both birth and death rates, and a 


decline is predicted after some fifty years by a further fall 
of birth rates** without lowering of death rates. This 
rather pessimistic view is questioned by Pearl, who states 
that although there is at present a lowering of birth rates, 
it is unsafe to make a sweeping prediction, as compensatory 
factors of which we have no knowledge may appear to 
change the picture.** 

At the other extreme are such countries as China and 
India, where the death and birth rates are both above 25. 
The U.S.S.R., Japan, Italy, and recently Germany represent 
nations which, having a marked difference between birth 
and death rates, find themselves expanding. England, 
which doubled her population between 1800 and 1850 and 
again between 1850 and 1900, and the U.S.A., which grew 
through a high birth rate combined with immigration from 
5,308,483 in 1800 to 75,994,575 in 1900, have just 
completed their period of expansion. 


A Comparison of Birth Rates 

The declining birth rates in England, the U.S.A., Ger- 
many (up to !933), and France, as contrasted with Italy, 
Japan, and Nazi Germany (1934), are shown in the 
following table: — 


| 
Reference 
1914 | 1920 | 1925 {1927| 928] 1930 
England B | 23.8 | 255 | 18.3 |16.6/16.7| 16.3 2 
D | 14.0 | 12.4*} 12.2 11.4 12 
France B| 18.1 | 21.4| 19.6 18.0 12 
(1913) 
D | 17.0 | 17.2} 18.0 |16.5/16 4| 15.74 16.4/15.8) 15.8 
Germany B | 204 | 25.9} 20.7 |18.4)18.6| 17.5 |16.0/15.1/14.7/18.0 
D 15.1 | 11.9 |12.0) 11.6} 11 12.3/10.8/11.2 
(1915) 
U.S.A. | 25.1 | 23.7| 21.5 |20.6/19.8| 18.0 | 
D | 13.6 | 13.1 | 21.8 |11.4/12.0| 11.3 | 12.2! 10.9)10.7 
Italy B | 30.5 | 31.8 | 28.4 |27.5/26.7| 26.7 | 24.9| 23.8|23.7 23.4 
D 18.8 | 16.8 |15.7/15.8 13.8 | 14.8) 14.7136 
“Japan 33.1 | 36.2| 34.9 |33,6/34.4| 32.4 |32.2/32.9131.6 
D 25.4 | 20.3 |19.8/19.9| 18.2 |17.7/17.8 
(1913 (1924) 
Russia B/ 44.7 | 33. t] 411 39.08 
(1924) 
D | 22.4 | 33.2%) 22.9 18. | 15.4) 


* Based on civilian deaths and estimated civilian population. 

+ Figures are provisional. 

! Average for 1922-3 for R.8.F.S.R. 

§ higures for R.S.F 8.R only. Quoted from Handbook of Soviet Union. 
John Day Co., N.Y., 1956. 

l For Leningrad only, and for 1929. 


The U.S.S.R. now finds herself aided by the introduction 
of industrialization, responsible for England’s increase, 
and by the development of new territory, which gave to 
America its rapid growth. We shall expect to see, there- 
fore, a continuance of the augmentation already under 
way: population, 1914—140 million; 1917141 million; 
1920— 131 million; 1923—133 million; 1927—147 million; 
1930=159 million; 1933=166 million.'* '* 

A century ago an English historian'* wrote of the 
U.S.A. some words which no longer apply to that country, 
although they do now fit the U.S.S.R. 


““ Where the increase of the human family is looked on as 
an evil, society must be poisoned. . . . there [in the U.S.A.] 
at least, the human infant is not welcomed with less satis- 
faction than though he were one of the progeny of the stall 
or the stye; but the rapid increase of the population is 
esteemed conducive alike to the wealth, the glory and the 
happiness of the republic.’’ 


The birth rate, however, is not uniformly high. The 
same disproportion among educated and uneducated, 
upper and lower strata, exists in the Soviet Union as in 
the U.S.A., where a iower birth rate is found among the 
upper middle class than in England. Among fifteen 
professors and scientific workers of my acquaintance in the 
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U.S.S.R. who have been married for five to fifteen years to 
women of child-bearing age, there are only five children 
for the thirty parents, with no more than two in any 
family. The majority of these were born before 1929. 
The reasons given for not having children are uncertainty, 
changed and reduced living conditions, and such like. 
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IMPRESSIONS OF THE OXFORD MEETING 
OF 1868 

We are indebted to Dr. Arthur Hawkyard of Leeds for 
the following extract from the journal of the late Dr. 
J. D. Heaton of that city, which was published in his 
memoirs. It gives an interesting account of Dr. Heaton’s 
visit to the meeting of the British Medical Association 
at Oxford in 1868. The President on that occasion was 
Dr. H. W. Acland (afterwards Sir Henry Acland, Bt., 
F.R.S.), and the Chairman of Council was Mr. W. D. 
Husband of York. The founder, Sir Charles Hastings, 
had died two years earlier after holding the chairmanship 
of the Council continuously since the inaugural meeting 
at Worcester in July, 1832. Sixty-eight years ago there 
was no Representative Body, and the scientific side of the 
Annual Meeting was, to say the least, very meagre. The 
membership was a little more than 3,500—or one-tenth 
of the present figure. 


‘‘ The Annual Meeting of the British Medical Associa- 
tion having been fixed by anticipation to be held in Leeds 
next year (1869) it seemed desirable to attend the meeting 
at Oxford this year, so as to acquire some knowledge 
and experience of the mode of procedure and the nature 
of the business. I accordingly wrote to say that I 
intended to be present at Oxford, and got it reply an 
intimation that I should be accommodated at the home 
of Sir Benjamin Brodie, son of the eminent surgeon of 
the same name, and Professor of Chemistry in the 
University. I left Leeds for Oxford on the evening of 
Monday, August 3rd, and on reaching Oxford on Tuesday 
morning I learnt at the Reception Room that I was to 
consider myself as the guest of Dr. Acland, President of 
the Association, though I should be accommodated at 
the home of Sir Benjamin Brodie, who at this time was 
staying with his family at his country seat. I therefore 
left my card at Dr. Acland’s and then drove to Cowley 
House, which is just beyond Magdalen Bridge. I was 


there received by the housekeeper, who, with her husband, 
Other 


seemed to be left in sole charge of the house. 


visitors had been expected, but none had yet arrived 
Sir W. Wilde of Dublin came in the course of the da 3 
but the rest never made their appearance, so that we treo 
had the house to ourselves. In the course of the day | 
called on the W’s and in the evening attended the Genera] 
Meeting to hear the president’s address in the hall of 
Christ Church. The next day, Wednesday, there was the 
conferring of honorary degrees in the Sheldonian Theatre 
and the Rev. Dr. Haughton’s address on ‘ Food in Rela- 
tion to Vital Force.’ This lecture, although on a dry 
scientific subject, sparkled with wit and the audience was 
kept in a state of continued merriment and delight, Jy 
the evening I dined with Professor Phillips, Dr. Shann of 
York, and Dr. Aquila Smith of Dublin, who were sta ing 
at his house, being the other guests. I left them after 
dinner to go to Mr. Waring’s and after that to the 
President's soirée in the museum. This was a ye 
successful entertainment on a large scale, the chief objects 
in addition to the permanent museum, being Dr, Lionel 
Beale’s large series of microscopic preparations of tissues 
shown in from fifty to one hundred microscopes, M. 
Marey’s exhibition of sphygmographs and cardiographs 
and the ‘ Annual Museum,’ which is a collection of ‘new 
inventions, apparatus, illustrated books, etc. All these 
were admirably arranged and classified. Unfortunately 
the arrangements for distributing tea, coffee, iced drinks, 
etc., were most imperfect. For these there was a great 
fight and the classification of hats was so deficient that 
the men in charge soon lost their heads and could find 
nothing. Then the company broke down the barriers 
and had to help themselves, soon reducing the whole to 
complete confusion. Thursday morning I spent in an 
excursion to Blenheim in company with Mr. Hey and 
others. We went in an open waggonette through the 
village of Woodstock, and before alighting at the house 
had a long drive through the Park, through herds of deer, 
amongst ancient oaks or on the open plain. . . . After 
seeing the house we had some lunch at the Bear and then 
drove back to Oxford. In the evening I went to the large 
public dinner of the Association in the hall of Christ 
Church. Chadwick was elected as president for the next 
year, and made a speech in reply.” 

(Then follow a few pages of interesting comment on the 
Leeds meeting in 1869.) 


THE DOCTOR IN PARLIAMENT 


SIR FRANCIS FREMANTLE’S MACALISTER LECTURE 
The annual lecture in memory of Sir John Macalister was 
delivered by Sir Francis Fremantle, M.P., at the National 
Temperance Hospital on June 25th. His subject was 
‘“ The Doctor in Parliament,’’ and he began by presenting 
an analysis of the numbers and politics of medical 
members of the House of Commons during the last fifty- 
five years, 


Doctors in House of Commons, 1880-1935 
| 
| 
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[83 8 
Gladstone | 1880) 1 3] 2 | 5 
Gladstone. | 1886 ad 3 
Salisbury |1886) 3 414) 
Gladstone/Rosebery | 1892} § +6} ul 
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The lecturer proceeded to sketch rapidly the various 
measures bearing on public health which had been passed 
in modern Parliaments, the creation of the Ministry of 
Health in 1919, the progress in systematization of the 
ublic health services, the great reforms effected by the 
Local Government Act, 1929, the new measures relating 
to mental disease and mental deficiency, down to the 
consolidating Public Health Bill which has just passed 
through Joint Select Committee. 


The Parliamentary Medical Committee 


He next discussed the work of the Parliamentary 
Medical Committee. A former medical Member of Parlia- 
ment wrote to him nearly thirty years ago: ‘‘ Michael 
Foster and I tried to get a Medical Committee formed, 
but it has never done much good.’’ The committee was, 
however, reconstituted after the war, and in February, 
1920, when the lecturer himself joined it, Sir Watson 
Cheyne was in the chair, and Mr. Walter Elliot, now 
Minister of Agriculture, was its secretary. Sir William 
Whitla was a member, and Sir Henry Craik and Sir Philip 
Magnus, laymen representing universities, were valuable 
associates. Above all, it had a ‘‘ friend at court ’’ in Dr. 
Addison, the first Minister of Health, to whom the 
lecturer paid a high compliment: ‘‘ Looking back on those 
years I have no hesitation in saying that he [Dr. Addison] 
has played by far the largest part in advancing the 
national health. The clear-cut mind of the anatomist, 
wrapped in the generous enthusiasms of Liberal aspira- 
tion, obtained for him such influence with Mr. Lloyd 
George and the forces preparing for enlightened progress 
after the war that he may well claim, with Sir Robert 
Morant, to have founded the Ministry of Health, in its 
evolution from the Local Government Board.’’ In the 
year of which he was speaking, 1920, the matters under 
discussion by the committee included the regulation of 
patent medicines, the medical organization of the Terri- 
torial Force, medical privilege in the Divorce Court, the 
prevention of venereal disease, and the report of Lord 
Dawson’s Consultative Council on reform of the medical 
services. It also fought the anti-vivisectionist Dogs Bill, 
in the opposition to which, it was recorded, “‘ Elliot organ- 
ized excellent verbosity.’’ Mr. Walter Elliot was another 
medical Member of Parliament who had unusual under- 
standing of the scope for preventive medicine, and whose 
fiture was of first importance to the national health and 
would be watched with sympathy by the medical 
profession. 

There had been nine conspicuous medical members of 
the Labour Party in the House since the war. He 
mentioned in particular Dr. Salter, a former chairman of 
the Medical Committee, ‘‘ a consistent crusader against 
most authorities and vested interests,’’ and keen on the 
health of the community and unfettered research. The 
late Dr. Ethel Bentham was their only woman colleague 
as yet. Of Liberals he mentioned Dr. Chapple and Sir 
John Collie among others, and of Unionists Sir Richard 
Luce, Dr. Nathan Raw, Sir Thomas Watts, and others. 
The officers of the present committee consisted of himself 
as chairman, Dr. Salter in the vice-chair, Dr. A. Howitt 
as secretary, and Dr. Morris-Jones as treasurer. Two 
highly valued non-medical associates were Mr. G. S. 
Elliston, formerly secretary of the Society of Medical 
Officers of Health, and Professor Graham Kerr. 


The Work of a Member of Parliament 


Sir Francis Fremantle devoted the later part of his 
lecture to a description of the work of a Member of 
Parliament. He reminded his audience that the first job 
of the medical Member of Parliament was not to repre- 
sent medical interests, but to represent all his constituents. 
It was difficult for a medical Member of Parliament as 
such to bring in his special contribution. He was weighed 
down under a daily routine of duty. For the mere 
health’s sake of Members of Parliament he had often 
thought that there ought to be a limitation of work both 
as Tegards hours per day and days per week. 

How, then, could such a Member influence health 
legislation? He could influence it in many ways as it 


came forward. The work of the House was by no means 
confined to the chamber in which actual debate took place. 
Its Members sat on various committees—he himself during 
the present session had been sitting on no fewer than 
seven—some having to do with procedure, some with 
unopposed Bills of great importance in local legislation, 
but which hardly came to the notice of the public as a 
whole. There were also the standing committees, which 
were miniatures of the House itself. The influence of the 
individual Member on administration was not simply/4 
matter of talking on big Bills. To very few of them was 
it given to have much influence on a Bill once it was 
introduced, but either as members of the Medical Com- 
mittee or individually they could and did make repre- 
sentations, not only to the Ministry of Health, but to 
other departments and services, bringing home to them 
and their officials points which they were able to meet if 
they wished, and which as a general rule they did wish 
to meet. 


The Value of a “Central Mind” 


The training which a member of the profession received 
as a medical student was very valuable in public affairs. 
{t trained the mind to impartial observation and diagnosis, 
and inculcated the practice of prescribing and carrying 
out treatment and of a periodical review of results. Those 
who entered Parliament must not specialize if they wanted 
to achieve official rank. If they did specialize they were 
damned as experts, treated with great attention on their 
special subject, but not expected to speak on others. Both 
Dr. Addison and Mr, Elliot, whom the lecturer evidently 
considered the best type of medical parliamentarians, 
avoided being classed as experts, and had been able in 
consequence probably to do much more in general health 
than those who, whether they wished it or not, found 
themselves in the ‘‘ expert ’’ category. 

He praised the party system, which, although out of 
balance at present, he thought would revive. It would 
not, however, take the old party labels. Liberalism had 
largely achieved its main object, and the whole of political 
life must continue to be permeated with its essential 
principles. The medical man, anyhow, was naturally a 
man with a central mind. Feeling might sway him 
strongly to the left or to the right, but his mind and its 
processes were naturally central. He saw what was sound, 
reasonable, and sincere on either side. His advice could 
be invaluable both to his own party and to the House of 
Commons. On the main tendencies, such as socialism 
versus individualism, he knew perfectly well the good 
and the danger on both sides. He was well fitted to 
advise on regimentation as opposed to pure voluntaryism, 
or on the division of profits as opposed to the incentive of 
gain or need, and he could take the reasonable line on 
the exceedingly anxious problems bound up with the issue 
of peace and war. 

All possible help should be given to Members of Parlia- 
ment in their work by members of the medical and 
ancillary professions interested in public health. Members 
were open not only to pressure but to reason. It was 
also very desirable that more people should enter Parlia- 
ment directly from the medical, nursing, and other 
scientific services and professions. 


The Governors of the Society of the New York Hospital 
announce that the name of Bloomingdale Hospital at 
White Plains has been changed to New York Hospital— 
Westchester Division. The change is made in order to 
convey a Clearer understanding of the relation of this 
hospital to the society by which it has been conducted 
since its establishment in 1821. This seems especially 
advisable because of the great progres¢ in the psychiatric 
work and facilities of the society at White Plains and 
the closer relations with the New York Hospital, 525 
East 68th Street, New York City, by the establishment 
there of the Payne Whitney Psychiatric Clinic. Dr. 
Clarence O. Cheney, formerly director of the New York 
State Psychiatric Institute and Hospital and professor of 
psychiatry at Columbia University, is now medical 
director of the Westchester Division. 
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SCOTTISH HEALTH SERVICES 

DEPARTMENTAL COMMITTEE’S REPORT 
The Department of Health for Scotland published on 
July 2nd the report of its Committee on Scottish Health 
Services.'. This committee was appointed almost exactly 
three years ago ‘‘ to review the existing health services 
of Scotland in the light ot modern conditions and know- 
ledge and to make recommendations on, any changes in 
policy and organization that may be considered ‘necessary 
for the promotion of efficiency and economy.’’ The com- 
mittee finds that ‘‘ many adjustments and some sub- 
stantial extension of the existing services are required,”’ 
and ‘‘ submit proposals for these adjustments and exten- 
sions within the framework of a national policy that will 
aim primarily at the promotion of health.’’ We comment 
in a leading article (p. 27) on the main aspects of the 
committee’s findings. 

The report is a long document of 404 pages. This 
includes six appendices, mainly statistical, and a number 
of important reservations on particular points by indi- 
vidual members, or groups of members, of the committee. 
The main report, excluding its recapitulated summary of 
recommendations, occupies 305 pages. They should be 
read. Attention to those paragraphs which are printed in 
heavy type will not suffice. Some of the pages, or even 
short chapters, relate to matters of local or limited 
interest, but the great majority deal with matters of 
principle or with important discussions of method, and 
should be of general interest and value to all who have 
to do with public or national health. 

The report is very well arranged. It is divided into 
five parts headed: The Problem of National Health ; 
Heredity, Nutrition, Education, and Environment ; 
Medical and Allied Services ; Finance and Administra- 
tion : Conclusion and Summary. The first four parts are 
subdivided into appropriate chapters. It will be con- 
venient to mention these seriatim, and to quote from them 
the most important paragraphs, conclusions, or recom- 
mendations of the report. 


Growth of Health Services 

Chapter I traces the growth of the health services, old 
and new, statutory and voluntary, from the early efforts 
towards sanitation and the control of infectious disease to 
the Highlands and Islands Service and national health 
insurance. The aims of the policy which these services 
embody are considered, and the report says: 

‘‘ The foregoing brief sketch of the growth of the health 
services shows that these services were established at different 
times in response to differing circumstances and needs, while 
the motives that inspired them and the aims they pursue 
were and still are correspondingly diverse. There are services 
for supervision of the food supply, for prevention and 
treatment of venereal diseases, for maternity and = child 
welfare, for insured persons, and so on; and it involves no 
lisparagement of the efficacy of these and other services for 
their defined purposes to point out that at present they do not 
constitute a national health policy. All recent developments 
and health administration generally, however, have been 
influenced in varying degrees by the gradual acceptance of 
the view that the primary aim of policy should be to 
promote the fitness of the people.’’ 

In the next chapter there is a most interesting con- 
sideration of questions of population ; its coming decline, 
its concentration in certain localities, and its age distribu- 
tion. All these materially affect health matters and policy. 
Smaller numbers with a larger proportion of the aged 
alter the character of prevalent disease and enhance the 
importance of maintaining fitness throughout the longer 
span of years. The decline of the population in the 
Highlands and Islands is now rendering that area incapable 
of producing the requisite services. The population factor 
is becoming more and more important in health adminis- 
tration. 


' Department of Health for Scotland. Committee on Scottish 
Health Services Report. Edinburgh: H.M. Stationery Office, 120, 
George Street, Edinburgh ; Adastral House, Kingsway, London, 
W.C.2; York Street, Manchester, 1; St. Andrew’s Crescent, 
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Cardiff ; 80, Chichester Street, Belfast ; or through any bookseller. 


Social Conditions and Health 


The next two chapters contain a survey of the social 
and economic conditions and of the present state of health 
of the people of Scotland. Significant changes have tak 
place in recent years both in the causes of death and in 
the causes of sickness, but the social and economic beck 
ground has changed so as to allow immeasurably great 
possibilities for the mass of the people. The habits of the 
people are in fact healthier, and the people as a whol 
are much more ready than formerly to take. measures to 
safeguard and promote their health. The final chapter of 
Part I concludes with the following summary of its 
findings : ; 

_ ‘Changes in the size and distribution of the populatio 

in social and economic conditions, in the habits and outlook 
of the people, and in the actual causes of death and ill-health 
require a readjustment of health effort. The existing health 
services are not fully adapted to modern conditions and 
outlook, and it is inherent in their more or less haphazard 
and sectional growth that they do not constitute a national 
health policy. The first essential, in order to avoid over. 
lapping, to secure a full return for expenditure, to keep the 
services in line with changing circumstances, and to secure 
that emphasis is distributed according to the social value of 
the varied services, is to integrate the separate services into 
a national health policy. The general aim of this policy 
should be to promote the fitness of the people. The need re 
such a policy is, among other considerations, reinforced by the 
fact that the people of Scotland are far short, of an attain 
able standard of fitness, the huge communal cost of ill-health 
and the prospect of a declining population. Policy should be 
comprehensive in scope and should cover the whole field 
of morbidity.’’ 


Heredity: Nutrition 


Part II has two chapters, each concerned with one of 
the four matters named in the general title of the part. 
That on heredity is interesting, careful, and balanced. It 
chiefly emphasizes the small effect which inherited diseases 
have upon the general health of a country, though 
inherited weakness of constitution, if it can be proved, 
probably has a more widespread influence ; the difficulty 
of saying more about the effect of mental deficiency 
than that it should be taken into account in social policy ; 
and the definite need for the encouragement of organized 
research in human genetics. With regard to nutrition, it 
is found that ‘‘ although there is no evidence of wide- 
spread and gross malnutrition there is a_ considerable 
amount of under-feeding and wrong feeding,’’ and that 
‘there is abundant room for practical education of the 
people on the purchase and preparation of foods.’’ The 
not unimportant observation is made that ‘‘ Good 
nutrition means much more than the effect of the ingestion 
of food even if of good quality and in adequate amount. 
Numerous other factors, both personal (for example, 
sleep, happiness, recreation, habits) and environmental 
(housing, occupation, fresh air, etc.), contribute to the 
state of good nutrition.’’ It will be remembered that 
a year ago an Advisory Committee on Nutrition was 
appointed jointly by the Ministry of Health and the 
Secretary of State for Scotland. The need for suitable 
health propaganda among the people and the teaching 
of hygiene and of physical education in the schools is 
recognized, and it is recommended that it should be 
obligatory on local authorities to provide playing fields 
and other facilities for healthy recreation. In the chapter 
on environmental conditions such matters as housing, 
water supply, drainage, atmospheric pollution, offensive 
trades, and slaughterhouses are considered, and various 
practical recommendations are made with regard to these 
things and the authorities who should deal with them. 


Position of the Family Doctor 


In Part II—Medical and Allied Services—the three 
fundamental chapters are on the ‘‘ Role of the Family 
Doctor,”’ ‘‘ Extension of General Practitioner Service,” 
and ‘‘ A Co-ordinated Medical Service.’’ It will be 
remembered that in the year 1920 there were published 
reports on medical services by the Consultative Councils 
both of the Ministry of Health for England and Wales and 
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of the Scottish Board of Health. That of the latter was 
enerally accepted by the medical profession as repre- 
il nting its opinions more clearly than the former in so 
Re ‘er as there were any differences betwecn them. It 
fee | emphasized the position of the family doctor as para- 
2 mount, rather than the hospital as contemplated by the 
4 council over which Lord Dawson presided. This Scottish 
it report of 1920 is quoted with approval by the Depart- 
e mental Committee, who note that the evidence placed 
le before them by the Scottish Committee of the British 
° Medical Association is largely based on it. It said: 
“ “ We regard it as of primary importance that the organiza- 
: tion of the health service of the nation should be based upon 
the family as the normal unit and on the family doctor as 
l, the normal medical attendant and guardian. It is not for 
k disease or diseases in the abstract that provision has to be 
h made, but for persons liable to or suffering from disease. The 
h frst essential for the proper and efficient treatment of indi- 
d yidual persons is, therefore, not institutional but personal 
d service.” 
‘ Similarly the B.M.A. Scottish Committee pointed to the 
c changing outlook of modern medicine towards the indi- 
e vidual and the community, and said: ‘If individual 
Df health is dependent upon heredity coupled with reaction 
0 to environment it is necessary that the practitioner should 
y be as conversant as may be with the condition both of 
. the individual and of his environment,’’ so that ‘‘ the 
3 first principle of a health policy must be to make avail- 
able for every member of the community a family doctor 
" service, embodying the principle of free choice.’’ 
The Preventive Outlook 
The Royal Colleges of Physicians and of Surgeons of 
Edinburgh in their evidence endorsed these opinions, and 
if the Departmental Committee definitely accepts them as 
. fundamental, providing always that the general practi- 
It tioner is properly prepared and equipped for this role, 
6 and adds the statement that ‘‘ unless medical training is 
h such as to produce the preventive outlook many of our 
, recommendations for the development of health policy 
y will be stultified.’’ Happily the new resolutions of the 
y General Medical Council with regard to the medical 
; curriculum, as well as the inevitable development of pro- 
d fessional thought, make it certain that this proviso will 
it be complied with. The committee sets out its conclusion 
e- that such a family doctor service is not available for all 
le under present conditions, states its belief as to the causes 
it for this situation, and expresses the view that it detracts 
ie from the usefulness of the publicly provided health 
1e services, and that it is an urgent matter to set it right. 
d ;¢ Sir Andrew Grierson alone makes a reservation on this 
m | ~° point, and argues in favour of leaving things very much 
t. alone. He will not be without some sympathizers in the 
e, profession, but the overwhelming majority will be on the 
al side of the other members of the committee, who sum- 
le Marize their conclusions thus: 
: “1. As part of a policy for the promotion of the health of 
- the people it is necessary to secure that, as far as possible, 
we { all members of the community should have available the 
le services of a general medical practitioner. 
ig “2. There is evidence from all quarters in favour of the 
is extension of general medical services. At present large 
e numbers of the people are unable to secure the services of 
Is a general medical practitioner. This inadequacy of general 
o medical attendance, especially for women and children, adds 
: to the cost, interferes with the efficiency, and prevents the 
sound development of some of the medical services provided 
ve by statute. The local authorities, in this situation, are 
us tending to develop their statutory services so as to fill the 
se gap ; this tendency, if left alone, is bound to gather force and 
to influence, if not determine, the future medical organization 
of the country. On grounds of administrative expediency, 
therefore, as well as on broad grounds of national policy, it 
has become imperative for the State to frame a policy to meet 
ee the medical needs of at least the dependants of insured persons 
ly and others in similar economic circumstances, and to lay 
i down the lines upon which the medical services should 
develop. 
-d 3. The statutory provision for general medical attendance 
: should be extended to include dependants of insured persons 
ils and, so far as practicable, others in similar economic circum- 
and stances, and all statutory provision for general medical 
attendance should be co-ordinated. 
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‘* 4. This co-ordinated service should be based, as far as 
possible, on the family doctor, who should act as_ health 
adviser and in liaison between the homes of the people and 
the statutory health services. The basis of employment of the 
general medical practitioner should be, as in the national 
health insurance scheme at present, by contract for part- 
time services remunerated by capitation fees. The principle 
of free choice of doctor, as in the national health insurance 
scheme, should be preserved. 

“5. The training of the general medical practitioner should 
be such as to develop the preventive outlook and to equip 
him fully for the role of health adviser.” 


(To be continued) 


RESEARCH IN TROPICAL MEDICINE 


FELLOWSHIPS AND APPOINTMENTS 


The Medical Research Council, advised by the Tropical 
Medical Research Committee which it has recently 
appointed after consultation with the Colonial Office, 
makes the following announcement; 


Junior Fellowships 

Three junior fellowships are offered immediately, for award 
to qualified medical men wishing to receive training with 
a view to careers in research work in tropical medicine. Pre- 
ference will be given to candidates who have already had 
preliminary experience of methods of research in some branch 
of medical science. Subject to satisfactory reports, the 
fellowships will be tenable for three years. The first year 
will be spent at a school of tropical medicine ; the second in 
doing research in the same or some other institution at home ; 
and the third largely in work under direction at some centre 
in the Tropics. The stipend will be at the rates of £300, 
£400, and £500 per annum in the successive years, with an 
additional allowance during service abroad and necessary 
expenses. 
The Council has every reason to believe that men who 
undergo this training will be eligible and well qualified for 
various appointments, apart from the prospects of further 
employment under the scheme now announced. 


Senior Fellowships 

In three years’ time at least one senior fellowship will be 
available for candidates who have held the junior fellowships 
mentioned above. This will be awarded for a further pericd 
of three years, carrying stipend at the rate of £600 to £750 
per annum, with an additional allowance during service 
abroad and expenses. The time will be spent mainly in 
research work in the Tropics. 
The Council is also prepared to consider immediate appli- 
cations for senior fellowships from candidates who have had 
adequate experience in research work, whether already 
specially trained in tropical medicine or not. 


Permanent Appointments 

The Council further intends to establish in due course, as 
suitable investigators become available as the result of the 
fellowships scheme, permanent and pensionable appointments 
for research work in tropical medicine, including senior posts. 
Members of this research staff will work partly in the Tropics 
and partly in institutions at home, to which they will be 
severally attached. The exact terms of service are still un- 
decided, but they will not be less favourable than those which 
apply to other Government appointments at home or over-seas 
for men of similar professional standing. 
Inquiries may be addressed to the Secretary, Tropical 
Medical Research Committee, 38, Old Queen Street, London, 
S.W.1, with whom applications should be lodged not later 
than October Ist, 1936. 


The Research Defence Society (11, Chandos Street, 
Cavendish Square, W.1) has issued a pamphlet by Sir 
Leonard Rogers entitled ‘‘ Advice to Parents on the Pro- 
tection of Their Children Against Diphtheria.’”’ It is hoped 
that this will prove of use to practitioners generally and to 
medical officers of health. 
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MOVEMENT TO OXFORD 
In a fortnight’s time the centre of gravity of the 
British Medical Association will shift, for a period of 
nine days, from London to Oxford. Thirty-two years 
have passed since our Association paid a visit to that 
city of incomparable loveliness. It had met there 


before in 1835, in 1853, and again in 1868, when the 4 


membership was only one-tenth of what it is to-day. 
Now, as in former years, the beauty of the place will 
attract a large gathering of members and their wives 
and daughters, and the scientific work of the Sections 
will gain from the fact that it is performed in a great 
and ancient seat of learning. But there is this differ- 
ence between Oxford a hundred years ago and Oxford 
to-day: in 1835 it was negligible as a centre of 
medicine ; now it has a medical school second to none 
in the opportunities it offers for the early studies and 
for acquiring a right attitude towards clinical work. 
The creator of the Oxford Medical School was Sir 
Henry Acland, who as regius professor of medicine 
presided over the Annual Meeting of 1868, just as the 
present holder of that chair, Sir Farquhar Buzzard, 
will preside in 1936. Acland first took up the cause of 
science ; he created scientific teaching in Oxford, made 
natural science one of the Final Schools, and built the 
magnificent University Museum in which the Scientific 
Sections will meet on July 22nd, 23rd, and 24th. That 
was the first and the greatest step. Since then progress 
has been almost uninterrupted under Acland’s succes- 
sors—Burdon-Sanderson, Osler, Garrod, and Buzzard. 

Our Supplement this week contains full particulars 
of the arrangements made for the Oxford Meeting, and 
some notes on the Exhibition of Instruments, Foods, 
and Drugs, which will be open from July 21st to 24th. 
The Annual Representative Meeting, for medico- 
political and administrative business, begins in the 
Town Hall on July 17th, when a civic welcome will be 
offered by the Mayor. In accordance with long-stand- 
ing custom, the deliberations of the Representative 
3ody will fit into the framework of the Annual and 
Supplementary Reports of Council published in the 
Supplements of April 25th and June 27th. These 
documents are necessarily in the main historical, a 
record of work done or in progress, but the other 
reports and the notices of motion given by Divisions 
which appear on the agenda paper will raise many 
matters affecting the business of the Association or its 
policy concerning the profession at large, upon which 
definite and formal expression of the opinions and 
wishes of the Association is required, 


As may be seen from a glance at the general pro. 
gramme of events, the in-coming President will deliver 
his Address to the Association on the evening of July 
21st in the Sheldonian Theatre. The discussions and 
papers in the twenty Scientific Sections (a number of 
them meeting in joint session) cover a very wide field 
and it will go hard if every member of the Association 
does not find in them something of direct interes 
Thus the Section of Medicine is paying particular atten. 
tion to the treatment of chronic rheumatism and ty 
epigastric discomfort, and will discuss the surgery of 
pulmonary tuberculosis jointly with the surgeons, who 
will devote their first day to demonstrations on experi- 
mental research and their second to intracapsular frac. 
tures of the neck of the femur. The Section of 
Obstetrics will consider maternity services from various 
points of view, anaemia in pregnancy, anaesthetics in 
labour, and (jointly with the appropriate Section) pul- 
monary tuberculosis and pregnancy. One of the topics 
chosen by the Section of Pathology is disorders of 
haematopoiesis due to toxic substances. The Section of 
Orthopaedics is staging debates on two questions of 
wide general] interest: the uses and abuses of manipv- 
lative surgery, and fractures in the region of the elbow. 
joint. The oto-rhino-laryngologists will discuss acute 
streptococcal infections of the throat and ear; and 
haemolytic streptococci in relation to scarlet fever 
figures in the programme of the Public Medicine See 
tion, together with shellfish and the public health. We 
note also the discussions on spontaneous pneumothorax 
in the Section of Tuberculosis, and on_ preventive 
measures against diseases of the skin in the Section of 
Dermatology. The Sociological Section is occupying 
itself with medical problems of school life, with special 
reference to home work, dietetics, and physical educa- 


sium will no doubt attend also the Section of Nutrition, 
which appears for the first time at an Annual Meeting, 


have full programmes, and there may be some workers 
on the borderland between these two territories who 
will wish to be in two places at the same hour on July 
23rd. Paediatricians, on the other hand, have an oppor 
tunity of hearing about two opposite conditions on 
consecutive days—obesity in children, and wasting i 
infancy. The Section of Ophthalmology has chosen for 
its one discussion a good general topic, the tubercle 
bacillus as a cause of obscure disease of the eye. The 
historians are looking ferward to a mixed programme, 
mainly about Oxford and medicine in the past. Lastly, 
there are the Sections of Anatomy, of Physiology and 
Biochemistry, of Pharmacology, and of Neurology and 
Psychological Medicine—each finding its proper place 
in the scientific organization of a professional conference 
held in a university that provides great opportunities 
for study and research in these branches of medical 
| science. 


The Sections of Physical Medicine and of Radiology | 


tion ; and many of those who take part in this sympoe | 
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As for the social and academic functions and the 
excursions arranged for the week, we need do no more 
than point to the time-table in to-day’s Supplement 
and to the article at page 35 on some places of interest 
in the neighbourhood. The City and University are 
joining with the local medical profession to offer a 
warm welcome to the visiting members of the Associa- 
tion, and knowing Oxford’s tradition of hospitality it 
would be impertinent of us to throw bouquets before- 
hand. The welcome will speak for itself as soon as the 
group movement of the British Medical Association to 


Oxford begins. 


THE SCOTTISH HEALTILT SERVICES 
REPORT 

Probably the most serious problem of national social 
welfare which remains to be solved during the next few 
years is that of providing a complete organized and 
unified communal health service. The most important 
and practical contribution towards such a solution that 
has hitherto been made is the British Medical Associa- 
tion pamphlet containing proposals for a General 
Medical Service for the Nation, with which should be 
rad that outlining a National Maternity Service 
Scheme, with its addendum published last April,’ 
and that setting out a Hospital Policy. There has now 
been issued the report of the Departmental Committee 
on Scottish Health Services, a document at least equally 
important and practical. We begin an outline of the 
contents of this report in our present issue (p. 24). 
This publication should mark a definite stage towards 
the setting up—perhaps at no distant date—of a com- 
prehensive national health or medical service. 

It is extremely satisfactory to note that this Scottish 
report does not differ in any way in the fundamental 
policy or essential principles which it advocates from 
the proposals made by the British Medical Associa- 
tion. This is not really surprising, for those ipro- 
posals, though made by a purely professional body, 
were the result of minute and prolonged consideration, 
and have now been before the public for some years 
without evoking any strong or general expression of 
dissent in any quarter. There is evidence of a growing 
impatience that more definite steps have not been 
laken towards the enactment of these proposals, but 
the difficulties of securing demonstrative public back- 
ing, and of initiating governmental action are very 
great. Fortunately, however, the financial require- 
ments of the proposals are now seen to be _ less 
overwhelming than was at one time supposed, while 
the resources of the nation are once more on the up- 
grade. Now that almost identical proposals are 
adopted and recommended by an influential composite 
Committee for application to Scotland, it may be hoped 
that both public demand and Parliamentary action 
will be more forceful and less tardy. At the very 
ast, as the report itself says, ‘‘ There might be an 
advantage in carrying out the extension in Scotland 
a an experiment since, in some ways—for example, 

British Medical Journal Supplement, 1936, i. 226. 


the relatively small population—Scotland forms a 
suitable experimental area in the field of public 
services.”’ 

The Scottish Departmental Committee places in the 
forefront of its presentation that the primary aim of 
policy should be to promote the fitness of the people, 
and stresses the fact that the separate health services 
do not constitute a policy but rather a series of 
policies. The first essential is to integrate the separate 
services into a national health policy. This is true 
not merely of services dealing with the several por- 
tions of the medical field, but with those concerned 
with different sections of the people. This can be the 
more easily done in that a greater value than formerly 
is now placed upon health, authorities have a more 
health-minded ’’ clientele, and the social and 
economic background has changed so as to allow much 
greater possibility of healthy living for the mass of the 
people. Moreover, it is insisted that the main medical 
agent in such a unified policy—the pivot upon which 
the whole must turn—should be, must almost necessarily 
be, the general practitioner. The hospital and the 
medical officer of health have their most important 
places in the scheme, but the paramount “‘ role of the 
family doctor ’’ is set forth in a chapter of the report 
under that heading. Of course he must be properly 
educated and equipped, but ‘‘ the medical pract?- 
tioner, provided he is suitably trained and is acting 
normally as family doctor, should be in the best 
position to advise the people generally on matters of 
health, to take account of home and all relevant 
circumstances, to discover departures from normal and 
to provide or secure appropriate treatment... . In 
the modern conception of medical practice great 
emphasis is placed on the role of the family doctor as 
health adviser. ... We think that this movement 
is bound to develop rapidly, and that national policy 
should be so framed as to encourage it. It is a natural 
development of ordinary medical practice.’’ Further, 
in this connexion the Committee strongly advocate 
the continuance and extension of the work of the 
general practitioner in maternity practice, and says: 
‘“It is not necessary for us to argue in detail that 
the development of whole-time service into the whole 
field of general medical practice would be unsatis- 
factory.’’ Perhaps this may be welcomed as an 
indication that such a proposition is now becoming 
axiomatic. Nevertheless, as the report points out, 
a policy of drift or imaction may tend in this un- 
desirable direction. 

The immediate issue on which a decision must be 
made to carry out the policy advocated is the question 
of providing a general practitioner service for the 
dependants of insured persons and others in like 
economic circumstances, and the Committee says: ‘‘ We 
find that the case presented to us for organized pro- 
vision for this class is irresistible. . . . We regard it 
as imperative for the State to frame a policy to meet 
their needs and to lay down the lines on which the 
medical services should develop.’’ It endorses also 
the policy of including under the same service the 
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doctor so far as possible as an essential condition. 
It strongly favours the continuance of voluntary hospi- 
tals, and their encouragement by central and _ local 
authorities as a vital part of a co-ordinated institu- 
tional service. Though the extended general practi- 
tioner service will lessen the overlapping activities of 
some local authority clinics, certain health centres will 
still be desirable ; but one of the chief merits of the 
proposals is claimed to be that the general practitioner 
will be brought into closer contact with such health 
agencies, hospitals, and consultants provided by local 
authorities, and that this will be a powerful aid to- 
wards raising the standards of professional work. 

The sections of the report on finance and adminis- 
tration are valuable as affording a general, though 
provisional, indication of the approximate cost of the 
proposals, and as supporting the method of insurance, 
with compulsory contributions, as the basis of the 
scheme ; and its incorporation with the local govern- 
ment organization through a subcommittee of the 
Public Health Committee of the authority, with suit- 
able representation of contributing persons and of the 
medical profession. It is not impossible to conceive, 
as an alternative, an effective and thoroughly co- 
ordinated administration of the medical service through 
reconstructed insurance committees on which the local 
health authority had strong representation and with 
which its medical and administrative officers were 
closely associated. No doubt this question of adminis- 
trative machinery will be further debated. Meanwhile, 
the points noted by the Committee are very weighty. 
Though this is not primarily a medical question it is 
one with which the profession is seriously concerned. 
On the financial side it will be surprising to some that 
the number of the dependants to be provided for is 
materially less than the number of existing insured 
persons ; and the proportion will tend to diminish. 
The payment of the practitioner for his attendance on 
both insured persons and their dependants would, of 
course, be a matter of negotiation between the pro- 
fession and the central department. On this matter 
Dr. R. W. Craig makes a wise reservation. 

That Dr. Craig should not have found it necessary 
to make any other reservation and has signed the 
report with his colleagues is an additional evidence of 
the close resemblance of its proposals with those of 
the British Medical Association, and of the fact that 
these proposals, so far as they concern thedical work 
and responsibility, whether general or special, and 
whether domiciliary or institutional, do not involve 
any ‘principle of which the profession as a whole cannot 
approve. This is a very welcome fact, and should 
enable the British Medical Association not only in 
Scotland, but in England and Wales also, to urge that 
action should speedily be taken to put the recom- 
mendations into practical effect. The Association will 
wish to thank its Scottish Medical Secretary for his 
influential part in this report. 


Owing to the concentration in London of the Royal 
Colleges of Physicians and Surgeons, the Society of 
Apothecaries, and the old-established hospitals wih ! 
medical schools, with all their wealth of clinicg 
material, the Faculty of Medicine of the University of 
London has always borne a great reputation, and the 
members of the Faculty have taken a great share jp 
the government of the University. In the origina) 
charter of 1836 the thirty-seven Fellows and Senators 
therein incorporated included no fewer than nites 
medical men. Among the names of the original 
Fellows are those of Neil Arnott, Thomas Hodgkin, 
Sir James McGrigor, Jones Quain, Peter Mark Roget, | 
and Sir James Clark. Under the powers of the original | 
charter the University could confer the degrees of 
bachelor and doctor of medicine, but it was not until 
1854 that the important statute was enacted “to 
extend the rights enjoyed by the graduates of Oxford | 
and Cambridge in respect to the practice of physic to 
the graduates of the University of London.” By this 
Act the degree of M.B. in the University of London 
became recognized as a licence to practise. By the 
charter of 1863 the University was empowered to confer 
the degrees of bachelor and master in surgery. The 
charter of 1858 contained provisions practically abolish. 
ing the exclusive connexion of the University with , 
affiliated colleges, and empowered the Senate to dis- 
pense with certificates of studentship in the Faculties , 
of Arts and Laws. For medical degrees, however, | 
evidence of attendance and clinical practice at some 
recognized medical institution was still required. 

It was not until 1900 that the University was recon- 
stituted as a teaching university, and in these statutes 
the existing twelve medica] schools in London were for 
the first time formally recognized .as schools of the 
University with recognized teachers. The Faculty of 
Medicine is still the largest Faculty of the University. 
From the latest return of the University Grants Com- 
mittee it appears that there are 5,400 students in the 
Faculty of Medicine, 4,811 in the Faculty of Science, 
and 4,113 in the Faculty of Arts. In the governance 
of the University equally the Faculty of Medicine has 
taken a preponderating share. Of the seventeen Vice- 
Chancellors since the reconstitution in 1900 eight have | 
been representatives of the Faculty of Medicine. Theit , 
names and terms of office are as follows: 


- 


Dr. Philip Henry Pye-Smith 
Sir William Job Collins... 1907-9 
Sir William Job Collins ... eee 
Sir Wilmot Parker Herringham ... 
Sir Alfred Pearce Gould a 
Sir Edwin Cooper Perry eae ... 1917-20 
Sir Sydney Russell-Wells 1920-2 


Mr. Herbert Lightfoot Eason... ... 1985-6 

Great developments have taken place in the teaching 
of medicine in the last thirty-five years. The institution 
of professorial units in medicine, surgery, and midwifery 
has been responsible for the development of a spitit of 
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practice, and has afforded an opportunity to —, _ 
younger men to devote themselves in their earlier years 
entirely to investigation and research without the 
necessity of earning their living through other channels. 
Over and above the twelve recognized medical schools, 
numerous other medical and surgical institutions with 
recognized teachers have been brougiit within the aegis 
of the University, and by their representation on the 
Faculty of Medicine have been enabled to take their 
share in the activities of the University. 

In the domain of post-graduate education great 
developments have taken place in the years since the 
war. In 1921 the Athlone Committee on Post-Graduate 
Education in London recommended inter alia that a 
school attached to a hospital centrally situated in 
London should be devoted solely to post-graduate 
medical education, and that an Institute of State 
Medicine should be established in which instruction 
should be given in public health, forensic medicine, 
industrial medicine, and in medical ethics and economics. 
Both of these recommendations have borne fruit. In 
February, 1922, owing to the generosity of the Rocke- 
feller Trustees, a scheme was approved for the institu- 
tion of a School of Hygiene. A site was acquired in 
Bloomsbury, and on July 18th, 1929, the new London 
School of Hygiene and Tropical Medicine was opened. 
Since its inception nearly two thousand students have 
taken courses there. They have come from all over 
the world, without distinction of race or country, and 
have departed to destinations equally widespread. The 
School of Hygiene has now a world-wide reputation, 
and has materially enhanced the reputation of the 
University. In 1930, as the result of the report of a 
committee appointed by Mr. Neville Chamberlain, then 
Minister of Health, it was decided to institute a British 
Post-Graduate Medical School in Ducane Road, W., in 
association with the London County Council Hospital 
at Hammersmith. The school was incorporated by 
Royal Charter in July, 1931, and was opened by King 
George V in May, 1935. In this hospital, which is 
entirely devoted to post-graduate medical study, there 
are complete professorial units for medicine, surgery, 
obstetrics, and pathology. Facilities’ are provided for 
research, for the holding of responsible resident 
appointments, and for refresher courses for general 
medical practitioners. Lastly, a scheme is at present 
under active consideration for the creation in London 
of a central Institute of Forensic Medicine, with which 
it is hoped to associate a university chair of forensic 
medicine. To the general principles of such a scheme 
the Senate, we are glad to learn, has quite lately given 
is unqualified approval. 

The facts set out above, somewhat baldly and of 
hecessity limited by considerations of space, show what 
a great share in the activities of the University of 
London has always been taken by the Faculty of 
Medicine, and what progress is still being made in the 
development of medical education within its area. No 
one can foretell what the future holds out either for the 


of the past is a sufficient indication that the Faculty of 
Medicine will always be one cf the brightest jewels in 
the crown of the University. 


STUDIES IN COLDS AND INFLUENZA 
Several bands of patient and privileged workers con- 
tinue to wrestle with the problem of virus diseases 
of the respiratory tract. That such work emanates 
principally from two centres only is due to the fact 
that unlimited time and expensive facilities are needed 
for its successful prosecution. Interest has lately been 
centred on the achievement in this country of propa- 
gating the virus of influenza in ferrets and in mice. It 
need hardly be pointed out that the ability to produce 
a disease at will in an experimental animal, and to 
maintain individual strains of the causative micro- 
organism in this way, is an important step forward and 
opens the door to new methods of study. One of these 
is the demonstration of antibodies in human serum by 
means of protection tests in animals, and experiments 
on these lines now reported from the United States 
yield some interesting and puzzling results. Francis 
and Magill' have found that neutralizing antibodies for 
the virus of influenza are demonstrable in a large pro- 
portion of human sera ; the puzzling feature of their 
results is that although the age period 30 to 39 furnishes 
the biggest percentage of sera containing antibody, the 
period in which this antibody is most often present in 
sufficient amount to give complete protection is from 
1 to 5 years. Studies by Francis and Shope* suggest 
that there is some antigenic relation, by no means 
amounting to identity, between the viruses of human 
and swine influenza, and Shope* in another paper, which 
describes the results of protection tests with human 
sera and the virus of swine influenza, suggests not for 
the first time that this virus is the ‘‘ surviving proto- 
type’ of that responsible for the human pandemic 
of 1918. Meanwhile Dochez and his colleagues,‘ in 
transmitting influenza virus to human volunteers, have 
produced more often than not simply a common cold, 
a result which they are not prepared at present to 
explain. They have also maintained strains of 
common-cold virus in culture in a chick-embryo medium 
through eighty and more generations, and have re- 
produced the disease in volunteers by intranasal installa- 
tion of these cultures. Dochez has found that the 
preservation in vitro of the cold virus is favoured by 
the addition of gum acacia. This paper records over 
one hundred such inoculations of human beings, and 
mentions that the victims were accommodated in private 
wards and nursed under the most stringent conditions 
(stopping short, however, of the actual sterilization of 
their food) to prevent extraneous infection ; but we are 
not told who they were and by what means or at what 
expense they were induced to undergo this treatment. 
Obviously the resources necessary for experiments of 
this kind are a bar to their execution by all but a few 
investigators. In one direction only do these observa- 
tions appear to bear directly on the ultimate aim of all 
this work—a method of prophylaxis. Necessary and 
Exper. Med., 1936, Ixiii, 655. BES 

2 Thid., 1936, Ixiii, 645. 


3 Ibid., 1936, lxiii, 669. 
*Ibid., 1936, lxiii, 559, 581. 
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illuminating as all these studies are, there is still one 
fact which seems to stand immovably in the way of their 
practical fruition, and that is the evanescence of the 
immunity conferred by the natural infection. Artificial 
immunization can scarcely hope to improve on this, 
and it is therefore difficult to see how such a method 
could be applied without a degree of trouble dispro- 
portionate to the value of its results. 


ZINC IONIZATION IN NASAL ALLERGY 


The value of zinc ionization in the treatment of nasal 
allergies has lately been criticized as a result of clinical 
results obtained with this treatment. The technique 
is relatively simple, consisting of the introduction into 
the nose of zinc sulphate solution, either in jelly form or 
with gauze packing, and the application of a current of 
some 15 to 20 milliamperes, for about fifteen to twenty 
minutes. The changes in the nasal mucous membrane 
come on rapidly, and vary from complete destruction 
of the epithelium to an inflammatory reaction. Re- 
generation of the mucous membrane appears in some 
three to twelve weeks, and there is little tendency to 
fibrosis. The cilia do not reappear, but in allergic 
nasal conditions these are already very scanty. In 
a recent article L. B. Bernheimer’ points out that the 
histological changes produced by such treatment are 
in no way different from those produced by eschar- 
otics like trichloracetic acid or phenol. This author 
treated twenty-five cases of hyperaesthetic rhinitis with 
zinc ionization. All these cases had typical allergic 
histories of from one month to seven years ; the mucous 
membranes of all were oedematous, but infected polypi 
or sinuses were absent. Skin tests were carried out, 
but were of doubtful value. In twenty of these cases 
ionization treatment was useless, and had no effect on 
the course of the disease ; in five there was a cessation 
of symptoms for various periods up to about a year, 
and in these the mucous membrane became normal 
as judged by macroscopic examination. In a series 
of twenty cases of hyperaesthetic rhinitis the applica- 
tion of trichloracetic acid or phenol to the anterior 
tips of both middle turbinates, the medial and lateral 
surfaces of both inferior turbinates, and both sides of 
the anterior septal wall, was followed by relatively 
much longer periods of remission: of ten treated with 
phenol four had remissions up to nineteen months, and 
of ten treated with trichloracetic acid three had re- 
missions up to two and a half years. In the treatment 
of ten cases of autumnal hay fever by ionization the 
results were without exception entirely negative, and the 
same was true for a group of five cases submitted to 
escharotic treatment. A note of warning is sounded 
by Bernheimer in the matter of complications which 
may follow ionization. Two of his cases thus treated 
developed anosmia within twenty-four hours after 
ionization, and there was complaint of associated dis- 
turbance of taste. Fortunately the anosmia was transi- 
tory, but gave rise to some unpleasantness. Another 
patient developed spheno-palatine neuritis with uni- 
lateral headache referred from the eye on the affected 
side to the lower occipital region and down into the 
neck and shoulders. This persisted for three and a 
half months, with short remissions after application 
of cocaine to the spheno-palatine foramen. As against 


1 Journ. Amer. Med. Assoc., June 6th, 1936, p. 1980. 


these possibilities with the ionization method the author 
states that no complications follow the use of escharotic 
agents. It cannot be said that with either treatment 
any great advance has been made, but further trig] 
of methods based on similar principles seems indicated, 


LOANS FOR PRACTICES 
It will be recalled that at the end of 1932, after a 
prolonged investigation, a practical pension and jp. 
surance scheme was made available to insurance practi. 
tioners as a result of negotiations between the Insurance 
Acts Committee and a group of insurance companies, 
This scheme was later made available to all praeti. 
tioners. So welcome has this scheme proved that 
to-day the sum assured under it amounts to some 
millions. Now a further step of great importance has 
been taken. It has been apparent for some time to 
those acquainted with the workings of everyday 
practice that there has been growing up in association 
with the sale and purchase of practices financial activity 
of an undesirable kind. Although there are, of course, 
a number of reputable bodies willing to assist practi- 
tioners to obtain the money necessary for the purchase 
of practices on reasonable terms and conditions, there 
have been others whose terms were harsh and whose 
conditions were not only unreasonable but involved 
a complete loss of professional and financial indepen- 
dence. The Insurance Acts Committee of the British 
Medical Association viewed the position with no little 
anxiety. For many men entering practice a loan of 
some kind is imperative, and it was considered that in 
order to protect the practitioner from being exploited 
an officially approved scheme should be introduced 
which offered a maximum of professional indepen- 
dence, reasonable conditions, and the cheapest possible 
rates. Such a scheme must be available to the 
practitioner who desires to borrow the whole of the 
purchase price of a practice. Negotiations to supply 
such a service have now been completed. The Insur- 
ance Acts Committee and the Council of the British 
Medical Association have approved the scheme negoti- 
ated with a firm of bankers, the United Dominions 
Trust Limited. This officially approved scheme wil 
be operated by a new company, the British Medical 
Finance Ltd., which has been specially formed for 
the purpose and which will have its offices at Tavistock 
House South, Tavistock Square, W.C.1. The terms 
of the British Medical Finance Ltd. for the purchase 
of practices are such as to offer the doctor the maxt- 
mum freedom from irksome restrictions. Loans up 
to 100 per cent. of the purchase price of a practice will 
be made, the actual transfer business being condueted 
through the British Medical Bureau. The rate of 
interest is reasonable, and one insurance policy to cover 
the amount of loan outstanding will be deemed suff 
cient ; further reference is made to this scheme in the 
advertisement pages of the Journal and in the Supple 
ment. It is believed to embody the best terms and 
conditions available for loans for the purchase 2 
practices up to 100 per cent., and the Association 
commends the plan to the medical profession. It IS 
the desire of the company that all borrowers should be 
or become members of the British Medical Association. 
3ritish Medical Finance Ltd. will at the same time 
make available to the members of the B.M.A. two other 
forms of specialized finance. It will arrange for loam 
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LIONEL E. C. NORBURY : CARCINOMA OF THE RECTUM 


ity Fig. 1.—Mrs. H., aged 56. “A” case. Fic. 2.—Mr. W. “A” case. Perineal Fig. 3.—Mr. R., aged 49. “A” 
se Perineal excision. excision. case. Perineal excision. 


Fic. 4.—Mr. I., aged 63. “B” case. Fie. 5.—Mr. P., aged 78. “B” case. Perineal Fic. 6.—Mrs. K., aged 54. “C” case. 
will Perineal excision. excision. } Perineal excision. 


“ ” . 8.—Mr. R. Fig. 9.—Mrs. 8., aged 

Figs. 74 and 78.—Mrs. S., aged 61. “C1 case. Perineal excision. FIG. 8.—Mr. R., aged 
Arrows t j 69. A” case. Ab- 62. “A” case. Perineo- 
att point to glandular metastases domino-perineal _exci- abdominal excision 
sion (one stage). Length (two stages). Length 
of bowel removed 18 in. of bowel removed 17 in. 
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Fig. 10.—Mr. Z., aged 5s. ie Fie. 11.—Mr. R., aged 54. “B” case. Fig. 12.—Mr. O., aged 60. “ B” case. Perineo- 


case. Perineo-abdominal excision (one Infiltration of superior haemorrhoidal vein with abdominal excision (one stage). Length of bowel 
stage). Length of bowel removed 21 carcinoma. Perineo-abdominal excision. Length removed 22 inches. 
inches. of bowel removed 18 inches. 
=.= 4 
4 
> . 
* 
| 
Fic. 13.—Mr. S., aged 56. “BB” case. Fig. 14.—Miss L., aged 40. “C1” case. Fic. 15.—Mr. D. “C 1" case. Two 
Perineo-abdominal excision (two stages). Perineo-abdominal excision (one stage). malignant growths and a simple adenoma. 


Length of bowel removed 17 inches. 


Length of bowel removed 16 inches. Perineo-abdominal excision (one stage). 


Fic. 18.--Cancer developing in a pedunculated polyp. 
KEY 
PRIMARY Y UNAFFECTED O 
GROWTH._.. .... ZZ GLANDS .......--. 
GLANDULAR @ NTRARSCULAR 
- METAS ......- GROWTH. ______- 


Fic. 16.—" C 2” case. Perineo- = OTHER TISSUES 
abdominal excision (one stage). Fic. 17.—""B” case. INFILTRATED WITH 


Length of bowel removed 21 inches. Perineal excision. Note 
multiple adenomata. CARCINOMA 
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T. E. LOWE: INFECTIVE HEPATITIS WITH A FATAL RECRUDESCENCE 


Fic. 1.—Low-power view, showing extensive subcapsular Fic, 2.-High-power view of the junction zone, showing recent 
destruction of liver tissue, lobulation of the liver, and gross damage to liver cells, and cellular infiltration of the fibrous tissue 
fibrosis, (van Gieson stain.) and desquamation of bile duct epithelium. (H. and E. stain.) 


A. F. GOODE: TREATMENT OF RECENT DISLOCATION OF THE CARPAL SEMILUNAR BONE 


Fis. 1.--Skiagram of early third degree Fig. 2.--Same after ten minutes’ traction. Fic. 3.—Dislocation reduced after open opera- 
dislocation. = the wide yap between os magnum and tion. 
radius. 
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G. RONALD ELLIS: PARTIAL THORACIC STOMACH 


Fic. 1.—A direct z-ray of the chest, revealing the thoracic sac. Fie. 2.—Demonstrates thoracic and abdominal sacs, after a barium 
meal. The upper sac is partly, the lower completely, filled with barium, 


4 W. McN. NIBLOCK : PSEUDO-PANCREATIC CYST OCCURRING AFTER CHOLECYSTECTOMY 


Fic. 1.—Skiagram taken before operation. Fig. 2.—After operation. The arrow indicates lipiodol lying in the 
sinus. 
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to those who want to buy motor cars, medical or 
surgical equipment, and for those wishing to extend 
their premises for professional work. An unusually 
low rate of interest will be charged ; no hire-purchase 
agreement will be required, and the company’s security 
will take the form of a simple promissory note. These 
new financial services will supplement those which the 
British Medical Association has already made available 
to medical men in connexion with insurance and other 


matters. 


RESEARCH IN TROPICAL MEDICINE 
We print on another page an important announcement 
regarding fellowships and appointments for research 
in tropical medicine. The announcement represents 
the first action taken by the Medical Research Council 
on the advice of the Tropical Medical Research Com- 
mittee, which it recently appointed after consultation 
with the Colonial Office. It is believed that the most 
effective means of promoting investigations in tropical 
medicine will be the establishment of a small staff 
of highly qualified workers giving their whole time 
to research under the best conditions. In the Council’s 
view the greatest service it can render by its entry 
into this field will be the recruitment of able young 
investigators willing to work in the Tropics under a 
scheme of this kind. For this purpose it seems 
advisable both to offer fellowships for the training 
of suitable men and to hold out the inducement of 
permanent and pensionable research posts for those 
who show special ability. The fellowships immediately 
available will qualify their holders for other appoint- 
ments than those which will ultimately be made by 
the Council. There are various opportunities, both 
over-seas and in the tropical schools and _ other 
institutions in this country, for which men who have 
had this training should be particularly eligible. The 
efforts of the Medical Research Council to recruit men 
to this field have the support of the Colonial Office and 
the active co-operation of the schools of tropical medicine. 


LONDON UNIVERSITY, 1836-1936 

On another page we recall some of the links between 
our profession and the University of London, whose 
centenary is being celebrated this week. If the sly 
shade of Richard Barham, author of The Ingoldsby 
Legends, could make a trip from the lower slopes of 
Parnassus to the academic groves of South Kensington 
and Bloomsbury it might well feel there was ‘‘ 


some- 
thing not quite right’’ about a doggerel lampoon 
“The London University,’’ in which the witty minor 
canon of St. Paul’s threw scorn upon the germ of a 
great idea. 
The ‘ useful classes’ hardly knew 
Four was composed of two and two, 
Until they learned it at the U- 
niversity we've Got in town.’’ 

London University has had many vicissitudes during 
these hundred years. Without doubt a great many 
mistakes were made, not only by the University, but 
also by the educational bodies which ought to have 
been constituents from the beginning, especially perhaps 
by the medical schools. Most of these misunderstand- 
ings have come to an end, but even now there is much 
leeway to make up. Apart from other handicaps the 
University had to shake itself free from the reproach 


that it was not a university at all, but merely a 
degree-giving body. Critics had to admit that the 
London examinations were as stiff as any in the world 
as tests of knowledge ; but it is not so very long since 
well-wishers of the University despaired of remoulding 
it nearer to their heart’s desire. The present century 
has seen a great forward movement ; and to-day, one 
hundred years after its foundation, the feeble affair 
derided by Barham is well set upon its course, 
under happy auspices of time and place, towards full 
recognition as the university, in fact as in name, of 
the greatest city in the world. Compliments are ex- 
pected on occasions like this, and the wording of 
congratulatory addresses need not be put under a high- 
power lens ; but the general feeling of benevolence 
towards London University in academic circles to-day 
could be gathered from the ‘‘ atmosphere’’ of the 
impressive ceremony at South Kensington on Monday 
afternoon. Floreat, florebit. 


EPSOM COLLEGE 

At the annual general meeting of the Governors of Epsom 
College, held at 49, Bedford Square, W.C., on June 
26th, the president, Lord Leverhulme, announced that 
the King had graciously consented to become patron 
of the College and of its Royal Medical Foundation, thus 
ensuring a continuance of the Royal Patronage which 
had been bestowed by all reigning monarchs since 
the school’s foundation. That was a piece of good 
news. There was also a piece of sad news. ‘“‘ To the 
great regret of all governors,’’ said Lord Leverhulme, 
‘Sir Raymond Crawfurd has announced his desire 
to relinquish the chairmanship of the council, a posi- 
tion he has held with distinction for the past thirteen 
years. During that period the schoo] buildings have 
been transformed, the standard of scholastic attain- 
ment heightened, salaries raised, and feeding improved 
beyond recognition. Further, the benefits of the 
Foundation have been extended to medical women and 
many other administrative changes made. All these 
changes are due, if not entirely, at least largely, to 
the unflagging zeal, the initiative, and the driving 
power of Sir Raymond.’” We may add that Sir 
Raymond Crawfurd joined the Epsom College Council 
in 1915. He was chairman of the school committee 
from 1918 to 1921, became vice-chairman of Council in 
1921, and was chairman from 1923 to 1936. He has 
worked equally hard for both the charity and the 
school. For the charity he has not only written 
thousands of letters in his own hand and collected large 
sums of money, but he has been the prime mover in 
securing the admission of medical women to its benefits, 
the abolition of voting, and the passing of an Act of 
Parliament making these and other administrative 
changes possible. 


We much regret to announce the death of Mr. 
T. W. P. Lawrence, F.R.C.S., formerly pathologist 
to University College Hospital, and author of the 
Catalogue of Special Pathology of the Museum of the 
Royal College of Surgeons of England. 


At the meeting of the Royal Society on June 25th 
Professor Sigmund Freud of Vienna was elected a 
Foreign Member. 
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This article is one of a series on the management of some of the rheumatic diseases met with in general practice, 


SPA TREATMENT IN GENERAL 
PRACTICE 


BY 


GEOFFREY HOLMES, M.B., B.Ch. 

Spa treatment may be defined as a regime for the cure 
or amelioration of certain diseases which are amenable to 
treatment by physical methods. An essential feature is 
the taking of mineral waters internally, as well as their 
external application in the form of baths and douches. 
It also includes as auxiiiary methods the use of massage 
and mechano-therapeutics and the whole range of elec- 
trical treatments. Finally, as further aids, come change 
of climate and surroundings, freedom from _ business 
worries, and the general amenities that are to be found 
at all well-equipped spas. The sum total of these factors 
makes up spa treatment. 

The first question that may arise from the foregoing 
definition is whether the same results could not be 
obtained by the use of plain tap-water as by the use of 
spa waters. All water applied in accordance with the 
principles of medical hydrology has therapeutic value, and 
as immersion baths, at varying depths and temperatures, 
and for varying periods of time, or as douche massage and 
sprays at graduated temperatures and pressures, it can 
profoundly influence metabolism. The fact that balneo- 
logical principles are the same whatever waters are used 
accounts in part for the considerable overlap in the list 
of ailments which spas in common claim to treat success- 
fully, even though their waters differ as greatly as the 
thermal radio-active waters of Bath and Buxton, the 
sulphur waters of Harrogate, Strathpeffer, and Llan- 
drindod, the brine baths of Droitwich, and the saline 
waters of Cheltenham and Leamington. It was the dis- 
covery that the natural waters in these localities possessed 
distinctive medicinal properties over and above those of 
plain water that led to the establishment of spas around 
their sources, and it need only be added here of spa 
waters in general that their special chemical and physical 
constitution determines their tonic or alterative influence, 
or makes them purgative or diuretic, and thus eliminative 
through bowels, kidneys, or skin. 

The next point in the definition of spa treatment that 
calls for explanation is the use of the word regime. A 
properly planned ‘‘ cure ’’ includes consideration of the 
patient’s diet and habits, and apportioning of his day 
for amusement, rest, or exercise, as well as the prescrip- 
tion of physical treatment. In the environment of a spa 
this can be done in a manner which is impossible at 
home for the busy man or woman, and would prove 
irksome even for people of comparative leisure. As 
regards the actual ‘‘ treatments,’’ it must be stressed that 
it is only by a carefully regulated routine that the desired 
cumulative effects can be obtained ; the haphazard use 
of waters internally and of physical treatments extern- 
ally is quite as likely to do harm as good. 


Cases Suitable for Spa Treatment 


Spa treatment has no place in the treatment of acute 
illness, and patients who are unfit for conveyance to and 
from the baths and other therapeutic departments should 
not be sent to spas; on the other hand, it is of the 
greatest value as a preventive measure, and this is being 


realized by increasing numbers of people who have no 
time for relaxation or attention to health when at home. 
While its widest field is in the treatment of chronic 
diseases, cases should be sent as early as possible and 
before irreparable structural changes have occurred ; 
further mention of this will be made when discussing 
the best time for visiting a spa. 

The following classification of the main types of spa 
treatment in terms of metabolism, as suggested by Edge- 
combe, is offered as a useful guide to the conditions for 
which such treatment is indicated. 

1. The Anabolic Type.—The aim is to build up the system 
by promoting assimilation and by avoidance of measures 
likely to stimulate excessive output. Examples of conditions 
suitable for this type of treatment are: convalescence from 
acute illness ; general debility, such as is produced by many 
tropical diseases ; atrophic arthritis ; and functional nervous 
disorders. 

2. The Katabolic Type.—The aim is to stimulate the meta- 
bolic processes to such an extent that the excretion of waste 
products exceeds the amount of tissue regeneration. This 
type of treatment is indicated for the obese, the over-fed, and 
the under-exercised. 

3. The Metabolic or Intermediate Type.—This is a form of 
treatment for cases in which metabolism is not necessarily 
either excessive or deficient, but requires ‘‘ alterative ’” treat- 
ment, as in the gouty, cases of sluggish liver function and 
dyspepsia, the hyperpietic, and the majority of cases of 
rheumatism and fibrositis. In this category may be placed 
the tired business or professional man suffering from the 
effects of worry and overwork. 


Before the ‘‘ cure ’’ is begun it should be decided just 
what form of treatment under the above classification is 
indicated, and it should be left to the spa physician, in 
view of his knowledge of the local waters and treatments 
available, to decide how the desired results can best be 
obtained. 


Selection of a Spa 


The general practitioner should be prepared to give 
advice on the selection of a health resort. So far as 
possible it is advisable to allow the patient to follow his 
own choice, as some people have a rooted objection to 
being ‘‘ sent ’’ anywhere, but if the home doctor dis- 
agrees with this choice he should be able to give reasons 
based on climatology, the nature of the waters and treat- 
ments, and the accommodation and general amenities 
provided, The distance from home calls for considera- 
tion. In some cases it is a distinct advantage for the 
patient to be moved well away from home, relatives, and 
friends ; in other cases—-as, for example, when the patient 
is elderly, feeble, or has much pain on movement—an 
unnecessarily long journey should be avoided. For the 
elderly patient in particular, unless accompanied by a 
friend or relative, the onset of sudden illness far from 
home may cause much anxiety and expense. 

As guides to the selection of spas, circulars and adver- 
tisements contain much useful information, but they 
reveal a not unnatural tendency for each spa to claim to 
deal successfully with all the ailments amenable to treat- 
ment by baths and waters. There is now available a 
reliable and impartial guide in the Official Handbook of 
the British Health Resorts Association, while for the 
practitioner requiring fuller information medical 
indications Hydrotherapy and Climatotherapy,? by Dr. 
Matthew B. Ray, contains all essential details. There 
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js also a chapter on ‘*‘ The Choice of a Spa and Climate ”’ 
in Dr. W. S. C. Copeman’s book, The Treatment of 
Rheumatism in General Practice.* 


When to Visit a Spa 


This also is a matter requiring the advice of the family 
doctor, and on this point generalization is difficult. The 
preceding paragraphs offer a rough guide as to the kind 
of case for which such a visit might prove beneficial, 
but the stage of an illness at which a patient should be 
sent to a spa calls for judgement in each instance. When 
the acute phase of an illness is over, if the patient is 
not continuing to make progress or is losing ground on 
medicinal or such other treatment as is available at home, 
a visit to a spa may do much to facilitate recovery. 

A few common conditions may be given as examples. 
Colds or ‘‘ influenzal’’ attacks are not infrequently fol- 
lowed by a continuation of aches and pains, or the onset 
of general fibrositis after the febrile period is over ; tonsil- 
litis may be followed by pain and swelling in the joints. 
If these conditions do not respond to salicylates or other 
drug treatments, or to massage and electrotherapy at 
home, spa treatment may arrest a drift towards a general 
rheumatic or arthritic condition. Patients who have had 
rheumatic fever should not be sent for spa treatment 
until after at least three months of the onset of the illness, 
even in the absence of cardiac lesions, as the reaction 
caused by bath treatment is apt to precipitate a relapse 
to the febrile condition if given too soon. On the other 
hand, fibrositis or arthritis following on rheumatic fever 
after the febrile stage and the necessary period of rest 
usually responds well to balneotherapy. 

There is often a very trying lag in the recovery of 
cases of sciatica. When the acute stage, which makes 
rest in bed imperative, is over peat baths or hot saline 
baths with undercurrent douching may be well tolerated, 
even before the patient can bear massage. Arthritis 
showing itself during or shortly after the menopause can 
usually be arrested by spa treatment, and these cases 
should be sent before structural changes are advanced. 

The results of overfeeding and lack of exercise which 
manifest themselves in many patients towards the end 
of the winter months can usually be removed by a visit 
to a spa for a “‘ spring cleaning.’’ The overtired business 
man, especially with incipient hyperpiesis, may be well 
advised to take his annual holiday at a spa. Many more 
instances might be given, but the foregoing serve to 
illustrate the importance of choosing the appropriate time 
in the course of an illness for recommending spa treat- 
ment. 

The time of vear for a visit to a spa also calls for 
consideration. The British spas are open all the year 
round, but it is much more pleasant to visit a spa when 
the weather is reasonably warm and fine, and when such 
additional amenities as spas provide during their season 
can be enjoyed. The condition of the patient must, of 
course, be the first criterion, and while it is safer not 
to send elderly patients, especially those subject to 
bronchitis, for spa treatment between the beginning of 
December and the end of April, most other cases can 
take their cure at any time of the year provided they 
get accommodation near the bathing’ establishments 
during the cold months. It is noteworthy that patients 
coming straight home from the Tropics seem to stand 
our winter climate well, and find it bracing. 


Preliminaries to Spa Treatment 


Accurate diagnosis is as essential to success in spa 
treatment as in other forms of treatment, and it is the 
obvious duty of the spa practitioner to give each patient 
consulting him a careful general physical examination 
before prescribing. It is most desirable that the general 


practitioner should give his patient a thorough examina- 
tion shortly before he leaves home and let him have, or 
send in advance, for the information of the spa doctor, a 
report containing such details of the case as the patient 
would expect to take to any other specialist or consultant. 

It is always advisable that there should not be an 
unduly long interval between independent examinations 
by any two doctors, as this minimizes the chance of any 
new condition manifesting itself, thus leading to divergent 
findings and opinions. In his examination the spa doctor 
may note abdominal scars, and it gives the patient con- 
fidence if he finds that the doctor knows whether the 
operations have been for the removal of abdominal or 
pelvic organs, rather than if he has to make inquiries 
concerning them. It is also useful to know what treat- 
ment, if any, has been given during the few weeks before 
the patient leaves home; whether he habitually uses 
aperients or sedatives ; and, particularly, if he has any 
food or drug idiosyncrasies. 

In ailments due to or associated with septic foci it is 
desirable that these should be dealt with before the 
patient leaves home, partly on grounds of economy, 
partly because of the additional inconvenience of having 
such things as dental extractions done away from home, 
and finally because the spa treatment is much more likely 
to prove beneficial if sources of toxaemia can be removed 
beforehand. 

The larger spas are equipped for all forms of investiga- 
tion, and it may be convenient for the general practi- 
tioner whose patients are not within easy reach of a 
pathologist or radiologist to send them to a spa for 
general investigation as well as treatment. Although it 
is only in the minority of cases that special pathological 
or biochemical investigations are required, it will enable 
the patient to begin treatment without delay and to 
continue it without interruption if these examinations can 
be made at home. In most cases a note from his own 
doctor tends to put the patient at ease when seeing a 
stranger, and, incidentally, the presentation of such a 
note calls for the courtesy of a report when he returns 
home. 


Cost of Spa Treatment 


When the general practitioner suggests spa treatment 
he will probably be asked what it will cost, for there 
is a prevalent but quite erroneous idea that spa treatment 
is provided mainly for the well-to-do. This may have 
arisen from the fact that in pre-war days a visit to a spa 
was often regarded more as part of the social round than 
as a serious form of treatment. Nowadays the spa 
clientele is composed almost entirely of people genuinely 
in need of treatment, and the malade imaginaire is seen 
at the spas no more often than elsewhere. The main cost 
of a visit to a spa, as to other seasonal resorts, is that 
of board and lodging. This may be anything from two 
pounds a week in the smaller lodgings up to the usual 
charges of luxury hotels. The actual treatments may 
be said to cost from one to two pounds a week, but 
information on these and similar points is_ readily 
supplied on request to the local spa manager. The 
average duration of a ‘‘cure”’ is three weeks, this 
being the time that is usually found necessary to 
produce the desired effect by a course of baths and 
waters. It is rarely worth while to take baths and 
waters for less than a fortnight, and few patients can 
take spa treatment for more than a month without a 
break. In very chronic cases, or for patients so delicate 
that they can only take treatment two or three times 
weekly, a longer stay may be desirable, but that does 
not apply to the average case. 

It may be mentioned here that if the patient will notify 
the spa doctor he is advised to consult of the date and 
hour of his arrival that will usually enable him to obtain 
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his prescription on the same day, so that he may begin 
treatment without delay. For the insured classes the 
British Spas Federation, with the co-operation of the Spa 
Group of the British Medical Association, has offered spa 
treatment to the members of those approved societies 
which are prepared to give it as an additional benefit, 
and the same terms are offered to their families. Finally, 
the spa hospitals are available for those who are unin- 
sured or cannot afford the treatment as private patients. 
Terms of admission are supplied on application to the 
secretaries of the various hospitals. 
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LUNCHEON TO VISITING AUSTRALIAN 
MEMBERS 


An informal luncheon, given by the chief officers of the 
British Medical Association, was held at Grosvenor House, 
London, on June 24th, for the purpose of meeting and 
welcoming the Right Hon. Earle Page, F.R.A.CS., 
Minister of Commerce and Deputy Prime Minister of 
Australia, and a number of Australian members of the 
Association who had already arrived in England in con- 
nexion with the Oxford Meeting. The guests included the 
following: 

Dr. J. G. Hunter (honorary secretary, Federal Council of 
the British Medical Association in Australia and the New 
South Wales Branch), Mr. T. B. Edye, Dr. W. Keith Inglis 
(New South Wales Branch), Dr. G. Newman Morris, Dr. 
L. J. C. Mitchell, Dr. D. J. Thomas (Victorian Branch), 
Dr. J. V. J. Duhig (Queensland Branch), Mr. F. A. Hadley 
(Western Australian Branch), Dr. R. H. Strong (a host at 
Melbourne), Professor J. C. Windeyer (Sydney), and Dr. A. E. 
Colvin (member of the Legislative Council of Australia). Mrs. 
Earle Page was also present, and several of the other guests 
were accompanied by ladies. 


Welcome to the Guests 


Dr. E. Kaye Le Fiemrinc, Chairman of Council, pre- 
sided and welcomed the guests, introducing them indi- 
vidually to their English colleagues. Those who visited 
Australia last year, he said, had delightful recollections of 
the entertainment afforded them, and desired at the earliest 
opportunity to renew the acquaintance of their Australian 
friends. He regretted some absentees. It had been hoped 
to have present Mr. Robert Menzies, Attorney-General 
for the Commonwealth and Minister of Industry, but he 
was unable to come, and Sir Isaac Isaacs, late Governor- 
General, had had to telephone at the last moment to say 
how sorry he was to have been prevented. Dr. Le Fleming 
went on to say that his own memory, and probably that 
of many others present, went back to the banquet at 
Melbourne last year, when Mr. Page Earle had proposed the 
toast ‘‘ The British Medical Association.’’ Later he had 
almost insisted that the visitors should go to Canberra. A 
number did so, and were most grateful for the experience. 
Canberra, the great administrative centre of Atstralia, 
had fired their imaginations to such an extent that they 
could visualize it as a mighty influence gathering up and 
welding together the States of the Commonwealth. On 
such occasions as the present it was always a pleasure to 
welcome members of the medical profession who had 
reached places of influence in public affairs. Therefore 
they greatly honoured Mr. Earle Page as a member who 
had brought much credit to the profession and much 
benefit to Australia. Those who had visited Australia 
had followed with keen and not unsympathetic interest 
some of the problems which Mr. Earle Page had come 
to England to try to solve, and they wished him every 
success in his negotiations and a safe and happy return 
to his native land. Congratulations were due to Mr. 


Earle Page and his countrymen on four knighthoods 
bestowed on medical men in Australia and New Zealand 
as announced in the Birthday Honours List on the 
previous day (Journal, June 27th, p. 1314). He called 
upon those of the Homeland to rise and drink the health 
of their guests and of the great Commonwealth from 
which they came. 


The Acting Prime Minister’s Reply 

Mr. EarLe PaGe, in responding, said that members of 
the profession in Australia were most grateful to the 
British Medical Association for paying a visit to that 
country ; the result of the Melbourne meeting of 1935 
had proved beneficial to Australia in many ways, notably 
in stimulating an interest in research. The visit of the 
Association had put the medical profession right in the 
front of the picture, and perhaps the fact that out of 
nine new oversea knights four were Australian or New 
Zealand doctors might be taken as an indication of what 
the Government at the Antipodes thought about the 
medical profession. At the same time, members of the 
profession in Australia fully shared the gratification of 
their home colleagues at the viscountcy conferred upon 
Lord Dawson of Penn, who was not only a great doctor 
and an able exponent of the standpoint of the profession, 
but a man whose vision and grasp of social affairs had 
impressed the Empire at large. 

Medical men to-day (Mr. Earle Page continued) had 
the opportunity of exercising a more direct influence on 
world affairs than they had ever been able to do in the 
past. It was becoming more and more evident that the 
immediate effect of policies of economic nationalism was 
to bring about a definite falling off in the nutrition, and 
therefore in the health, of the peoples, especially of 
Europe. It was for the medical profession, not of one 
but of all countries, to give a lead in this matter and 
to create a public opinion which would ensure that some 
of the root causes of malnutrition were abolished. He 
recalled with pride that it was Australia which had taken 
the initiative in this matter at Geneva, where the ques- 
tion was faced both from the health and from the 
economic point of view. It was pointed out there that 
the countries of Europe were concentrating on wheat and 
other staples to the neglect of diet rich in vitamins— 
butter, eggs, fresh fruit and vegetables, and so on. If 
the agriculturists of Europe could be persuaded to pro- 
duce such foods in the amount necessary for the estab- 
lishment of properly balanced diet for the European 
peoples, a way out would be found from many present 
difficulties. But this fairly obvious course would never 
be taken unless the medical profession _ persistently 
pointed the way. It could never be suggested against 
the medical profession that it was grinding any axe of 
its own, because by helping to raise the physical standard 
and the common health it was helping to diminish the 
means of livelihood of its members. He hoped that the 
British Medical Association would follow up its admir- 
able work on nutrition with a lead on these wider aspects 
of the matter. 

In conclusion, Mr. Earle Page said how much he and 
his fellow guests had appreciated the kindness extended 
to them. The visit of the Association to Australia would 
be long remembered ; its effects so far as medical educa- 
tion and research were concerned would be permanent. 
He hoped that before very long, with faster travel 
services, it might be possible again to welcome members 
of the Association for a meeting in Australia, the journey 
thereto growing gradually less formidable. 

Among others present who joined in welcoming the 
Australian colleagues were: 

Sir E. Farquhar Buzzard, Bt., President E'ect of the. Asso- 
ciation ; Sir Holburt Waring, late President, Royal College 
of Surgeons; Sir Ewen Maclean, President, British College 
of Obstetricians and Gynaecologists ; Dr. Robert Hutchison, 
President, Roval Society of Medicine ; Dr. S. Watson Smith, 
Past President, British Medical Association; Dr. H. G. 
Dain, Deputy Chairman, Representative Body ; Mr. Bishop 
Harman, Treasurer ; Sir Thomas Dunhill, member of Council ; 
Dr. G. C. Anderson, Medical Secretary ; Dr. N. G. Horner, 
Editor, British Medical Journal; and Mr. L. Ferris-Scott, 
Financial Secretary. Many of these also were accompanied 
by their ladies. 
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ONE HUNDRED AND FOURTH ANNUAL MEETING 
of the 


British Medical Association 
OXFORD, 1936 


Eom one hundred and fourth Annual Meeting of the British Medical Association will be held at Oxford this 
summer under the presidency of Sir E. Farquhar Buzzard, Bt., M.D., Regius Professor of Medicine in the 
University, Physician-in-Ordinary to H.M. the King, who will deliver his Address on the 


evening of Tuesday, July 2Ist. The Sectional Meetings for scientific and clinical work will 
be held on Wednesday, Thursday, and Friday, July 22nd, 23rd, and 24th, the morning 
sessions being given up to discussions and the reading of papers, and the afternoon to demon- 
strations. The full list of presidents, vice-presidents, and honorary secretaries of the 
twenty Scientific Sections is published in this week’s Supplement ; also a list of hotels, 
the time-table of the meeting, and notes on the Annual Exhibition of Instruments, 
Drugs, Books, and Foods. We publish below the fifth of a series of descriptive and historical 


articles on the City and University and the medical institutions of Oxford. The first appeared on February 
8th (p. 265), the second on March 7th (p. 479), the third on April 25th (p. 853), and the fourth on May 


23rd (p. 1064). 


THE SURROUNDINGS OF OXFORD 


In this concluding article of the series an attempt is made 
to give the visitor who may want to get some fresh air 
outside the city some points of interest for his drives or 
walks. Oxford is built on a gravel bed between two 
rivers: the Isis, or Thames, and the Cherwell. These 
rivers enclose it on the east, south, and west ; on the 
north it is open to the Midlands through two great 
thoroughfares: the Banbury and the Woodstock roads. 
At Banbury, about twenty miles away, is the cross of the 
old nursery rhyme. A few miles further on is Edgehill, 
which was the site of the great battle at the outbreak 
of the Civil War. Here there is a fine view over the 
surrounding country. Nearer Banbury is Broughton Castle, 
with its moat and drawbridge, the seat of Lord Saye and 
Sele. The Woodstock Road takes you to the Royal 
Borough of Woodstock, where is the seat of the Duke 
of Marlborough, Blenheim Park. The whole property, 
which was once a royal hunting ground, was the gift of 
the nation to the great Duke of Marlborough, the palace 
being built by Sir John Vanbrugh. The grounds and 
the palace will be open to members of the Association. 

To the east, south, and west Oxford has, within twenty 
miles in either direction, a rampart of high ground. On 
the east is the range of the Chilterns ; if you are on the 
top of the Chilterns and look due east there is no higher 
ground in Europe until you get to the Ural Mountains, 
and if an east wind is blowing well you know it. On 
the south are the rolling Berkshire Downs, and on the 
west the Cotswolds. 

Let us start off with the Cotswold country. We drive 
out past the stations along the Botley Road, and at the 
bottom of Cumnor Hill we turn right and drive on 
through Eynsham to Witney, noted for its blankets. 
The beautiful village of Busford is easily found ; it has 
a lovely church and many old houses. Minster Lovell, 
within a few miles, is remembered for the ruins of its 
old castle, round which so many legends cluster. This 
drive is about eighteen miles. If we want to extend the 
distance we can go on to Fairford and see the church 
and its world-famed windows ; there is no window in the 
church which is not filled with stained glass of exquisite 
colouring. Not far away is the little village of Bibury 
on the Colne River, with an excellent inn. Kelmscott also 
could be worked in on the return journey ; this was the 
home of William Morris. For those interested in Roman 
British remains there is a very complete and interesting 
villa to be seen at Chedworth. This may be reached from 
Burford and Bibury, and is really well worth a visit. 
There is a particularly fine pavement, and a_ small 
museum of the things found during excavation. 

To the south of Oxford over Folly Bridge lies Abingdon 
(six miles), which can be reached by road or by water. 


This interesting old town, once the seat of an impor- 
tant abbey, is to be described in a handbook, so 
nothing more need be said about it here. Roads from 
Abingdon will take us either to the top of the Downs or 
along their base to Uffington, which all readers of Tom 


_Brown’s School Days will remember, and to the White 


Horse, above which is the old British camp, Wayland 
Smith’s cave, and the blowing stone. 

To the east of Oxford, over Magdalen Bridge, lie some 
villages which all should visit if they can possibly spare 
the time. Two miles up the Iffley Road is the village of 
Iffley, which has a fine old church with two handsome 
and famous Norman porches. From Iffley we drive on 
to. Dorchester, which was once the seat of an enormous 
Saxon diocese extending from the Thames to Lincoln. 
William the Conquerer removed the bishopric to Lincoln, 
and Dorchester became a small abbey. Nothing is left 
of the abbey buildings, and the church was desecrated 
in Puritan times, but is worth a visit, and it has one 
unique and striking feature—a Jesse window in stone. 
These are very rare. At Dorchester we cross the River 
Thame almost at its confluence with the Isis, and drive 
on towards Benson. On the right there is a view of 
Sinodun, the old British camp above the river. It is 
quite likely pre-British, belonging to a chain of twenty 
such structures stretching to Maiden Castle in Dorset, 
whose ancestry is only a matter of conjecture. The view 
from the top of the ‘‘ clumps,’’ as it is locally known, 
is grand on a clear day, extending right away to the 
vale of the White Horse. It is not a difficult climb. 
There is a double vallum. 

Proceeding along the London Road for some miles we 
come to a turning on the left which takes us to Ewelme. 
At Ewelme is a fifteenth century almshouse, nothing 
approaching the magnificence of St. Cross at Winchester, 
but it is a house of that type. The dwellings for the 
inmates are built round a small quad, the church occupy- 
ing part of the east side. The Regius Professor of 
Medicine is the Warden, and has a house in the quad. 
There is also a muniment room with many interesting 
old documents, which may be seen by applying to the 
vicar, who has written a small book on the house. The 
church was built in 1424, but the tower belongs to an 
earlier date. There are many interesting things in the 
church, but what brings even royal visitors is the Chaucer 
Chapel. Here you have the altar tomb of Thomas 
Chaucer, the son of the poet, and beside him his daughter, 
who was the first Duchess of Suffolk: she married the 
Duke whose head was removed on board the ship in 
which he hoped to reach France. Her tomb is one of 
the most beautiful pieces of its type in the country, and 
has never been defaced. This was largely due to the 
fact that the commander of the Parliament forces there 
happened to be also Lord of the Manor, and he barred 
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attempted to despoil his church. Ewelme will well repay 
a visit, and it is only sixteen miles away. Of course the 
whole countryside abounds in old villages and manor 
houses, and it is quite impossible within the space avail- 
able to give even a list of them. 

So much for those who drive. For those who want 
short walks there are, besides the University parks, Christ 
Church Meadows, and the College Gardens, walks along 
the towpaths by the river down to Iffley or up to 
Godstow. Here there are two attractions: the ruins of 
the old nunnery in which Fair Rosamond lived and died, 
and an excellent inn beside the river—the Trout. A row up 
to Godstow from Medley Weir on a warm summer night 
is among the better things of life, and they do say that 
at midnight round about the feasts of St. Peter and 
St. Paul things are seen in that ancient ruin—but you 
will be too late for that. 

In conclusion, a word on books for those who want to 
wander round by themselves. There is Alden’s little 
guide-book ; an excellent volume called Oxford and Her 
Colleges by the late Warden of Wadham, Dr. Wells ; 
and a most interesting new book on Oxford Ceremonies 
by Drs. Buxton and Gibson. These are all pocket size. 


ST. BARTHOLOMEW’S MEDICAL COLLEGE 


NEW ANATOMY BUILDING 


The scheme for the rehousing of St, Bartholomew’s 
Hospital Medical College in Charterhouse Square has been 
brought to its ultimate stage by the completion of the 
anatomy department. There only remains, to fill the 
space between the new anatomy block and those devoted 
to physiology and chemistry, the construction of a resi- 
dential college when funds are available, and then even 
the ambitions of the dean will be satisfied. 

An account was given in these pages towards the end 
of last year' of the origin of the enterprise whereby the 
preclinical departments of the famous School have been 
transferred from the hospital precincts to the northern 
side of Smithfield, on a site left vacant by the removal 
into the country of Merchant Taylors’ School. The 
departments of chemistry, physics, physiology, and 
pharmacology were already working at that time, but 
the department of anatomy was still in the hands of the 
builders: this, too, is now in working order, and the 
College is in the happy position of having all these 
departments ranged around the school square, with the 
mellow buildings of the:Charterhouse as a background. 

Congratulations are due in the first place to the dean 
(Mr. W. Girling Ball) on the carrying out of this under- 
taking, and, with regard to the anatomy building in 
particular, to Professor H. H. Woollard, the professor of 
anatomy, whose expert hand has been felt in every part 
of the planning, down to the placing of a gas point or 
water tap, the situation of a locker, or the choice of an 
apparatus. When the King as Prince of Wales visited 
the College in November last he commented on the speed 
with which Bart’s men had buckled to this job. It is 
only three years since a start was made at collecting the 
£200,000 necessary, and the structural work has been 
carried through in about eighteen months. This is due 
to a favourable conjunction of factors, including the 
good will of the Merchant Taylors authorities and the 
University of London (the latter has made grants in all 
of £15,000), and, above all, the affection of Bart’s men 
everywhere for their old school. The money so far 
collected totals to £178,000. 

The anatomy department, with the department of 
biology and comparative anatomy closely integrated 
with it (as it ought to be), has been constructed by the 
conversion of the house of the head master of Merchant 
Taylors’ School and the old refectory, together with the 
erection of a new building at the side. The new building 
houses the dissecting room and the lecture theatre, and 
the older buildings have been most admirably adapted 
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to accommodate a large histological laboratory, a museym 
an #-ray room, and a photographic section of the first 
order. In the old days at Bart’s the anatomy depart- 
ment was probably the most cramped of all. Forty years 
ago it shared its single room with the demonstrator of 
operative surgery. To-day it is exulting in spaciousness 
and modern contrivances. In addition to the accommo. 
dation just mentioned there is a room for the professor 
a library, a class-room for fifty students, a special 
prosectorium for advanced anatomists, facilities for al} 
the work necessary in drawing and modelling, tissue 
culture, and special research, as well as workshops and 
stores. Over and above all the facilities for the students 
there is enough accommodation for a staff of at least ten 
teachers and investigators. On the second floor is the 
self-contained department of biology and comparative 
anatomy, giving room for many more students than 
formerly, and much more elbow room for each student. 
A flat has also been shut off from the building to 
accommodate the warden of the College, who once again, 
after many years, will be a resident officer. 


Dissecting Room and Lecture Theatre 


The large dissecting room is the result of much careful 
thought and planning. It is lighted naturally by diffused 
northern skylight. and artificially by a shadowless illu- 
mination which ensures not less than 15 foot-candles at 
the working level. Ventilation is both natural and by 
extractor fans, and no disagreeable odour was noticed at 
the time of our visit, although several bodies were under 
dissection on the score or more of slabs. There js 
accommodation under the most rigid conditions for 
seventy-five cadavers. The inclination of the flooring 
and the draining arrangements have been studied with 
great care. A range of washing-places occupies the whole 
of one side of the room, and the lockers are immediately 
at hand. The dissecting room, by the way, encloses on 
its north wall the entrance to the cloister cell of a 
Carthusian monk, a stone bearing the date 1571. 

The lecture theatre is one of the most admirable we 
have ever seen at a university school. It accommodates 
200, and has every appliance for the lecturer’s con- 
venience, including diascopic, episcopic, and cinema 
projection. A minor point, but one of importance to the 
note-taking student, is that during projection the room 
need not be totally darkened. 


Museum and X-Ray Room 


Until this new building was created it had been possible 
to house the College’s excellent collection of specimens 
only in a gallery known as the ‘‘cat’s walk’’ surrounding 
the old dissecting room. The museum now comes into 
possession of an ample apartment, divided into bays, each 
bay containing a series of preparations concerned with a 
particular subject—embryology, neurology, endocrinology, 
and so on—and, in accordance with modern museum 
practice, on the walls of each bay are arranged elucida- 
tory drawings, photographs, photomicrographs, and #-fay 
films. Not only so, but each bay has its abstracts of 
literature connected with the special subject. Professor 
Woollard also exhibited with special pride the photo 
graphic section, which shows that, because some of the 
work must be done in the dark, photography need not 
be carried out under cramped, subterranean, and primi- 
tive conditions. The apparatus and equipment have been 
well chosen. The photomicrographic apparatus alone cost 
about £300. 

The reproach that the teaching of anatomy relies too 
exclusively upon the discipline of dissection and ignores 
modern methods finds no justification at Bart’s, where a 
large radiological demonstration room is provided in which 
the student can study films of every system of the body 
—not the osseous system alone—to his heart’s content. 
An x-ray stereoscope is a prominent feature of the equip- 
ment. It is hoped that every student will take away from 
the department a complete set of films illustrating the 
normal anatomy. Neurology has received special attention 
in the shape of a large laboratory for the preparation of 
its material. In the histological laboratory the brain as 
a whole will be stndied first by dissection and later by 
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There that make microscopical examina- 
tion possible. There are facilities here for all kinds of 
research in this special field, 3 

The department of biology and comparative anatomy, 
although on a separate floor, is closely linked with the 
major department, whose lecture theatre it uses. Its 
main laboratory has places for eighty or ninety students, 
and adjoining is a smaller laboratory to accommodate 
twenty. Both have good overhead lighting, comfortable 
working space, and the preparation and store rooms are 
within easy reach. Private rooms and a research labora- 
tory for the teaching staff are close at hand. 


Bart’s Anatomists 


Bart’s had formerly the reputation of being one of the 
dingiest and shabbiest of the London medical schools. It 
is now one of the most pleasant and commodious, and 
the anatomy department shares to the full in this 
glorious resurrection. But in those old days, poor condi- 
tions notwithstanding, some classic work was done. To 
mention only one or two modern instances, it was in this 
department that the late Sir Wilmot Herringham carried 
out one of the earliest investigations on the segmental 
innervation of the muscles of the upper extremity, and 
other work which the present professor mentions with 
ride is that of Lockwood on the suspensory ligament of 
the globe of the eye, McAdam Eccles on hernia, Rawling’s 
surface anatomy, and Holden's osteology. Through its 
students who have become leaders of medicine and surgery 
the name and fame of Bart’s have gone forth into ail 
the world. If the excellence of the work of a department 
is proportional to its space and accommodation and 
material provision—which does not always and necessarily 
follow—then it would run the imagination hard to predict 
what the work and stimulus of this fine anatomy depart- 
ment may mean to future generations in medicine. 


Reports of Societies 


URINARY CALCULI 


A meeting of the Section of Urology of the Royal Society 


of Medicine was held on June 25th, with Mr. R. OGIEeR 
Warp in the chair, when Mr. HuGu Lett gave a lecture 
on urinary calculi, with special reference to stone in the 
bladder. 

Mr. Lett began with a statistical analysis. He had 
taken the cases of stone in the urinary tract admitted to 
the London Hospital during the last thirty years. They 
numbered 2,78i, representing about 1 per cent. of all 
surgical in-patient cases. Separated into five-year periods 
the numbers were as follows: 1905-9, 426 ; 1910-14, 492 ; 
1915-19, 389 ; 1920-4, 389; 1925-9, 467; 1930-4, 6IS. 
Of this number 1,568 were renal, 532 ureteric, 608 
vesical, and 73 urethral. In the kidney group the cases 
among men and among women were approximately of 
equal numbers ; in the other groups there was much less 
frequency among women. Improvement in diagnosis 
might be responsible for a certain amount of the increased 
frequency, which to that extent was only an apparent 
increase, but this did not explain it altogether. Stone in 
adults had become more common during the last ten years, 
but in children the frequency had declined considerably. 

A discrepancy was noted between the relative frequency 
of stone in the kidney, ureter, and bladder as appearing 
in the figures for the London Hospital and for St. Peter’s. 
Mr. Swift Joly had published the figures for St. Peter's 
for the period 1915-24, and Mr. Lett had analysed the 
London Hospital figures for the same period: 


Renal Ureteric Vesical Urethral 
London Hospital... 485 130 140 23 
St. Peter’s... 32 371 34 


At St. Peter’s cases of stone in the bladder were nearly 
twice as common as cases of stone in the kindey and ureter 
tombined. The London Hospital figures, on the other 
hand, showed no preponderance of calculi in the bladder. 
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He thought the contrast was explained by the difference 
between a general and a special hospital. Patients who 
had stcne in the bladder tended to go to a special hospital 
like St. Peter’s for urinary diseases, whereas those who 
had stone in the kidney or ureter imagined it to be 
lumbago or some intestinal condition, and sought the 
services of a general hospital. 


Examination of Urine 


On the question of the examination of the urine 750 
consecutive cases tested in the London Hospital laboratory 
gave the following result: 


Cases Acid Neutral Alkaline 
Renal 347 41 95 
Ureteric 102 10 27 
Vesical > 88 10 25 


Of 636 cases examined for micro-organisms the urine 
was sterile in 11.5 per cent. (seventy-three cases) ; this 
applied to 11.7 per cent. of the kidney cases, 12.6 per 
cent. of the ureteric cases, but only 8.9 per cent. of the 
bladder cases. Of the organisms Staphylococcus albus was 
by far the most common. It was present in half the total 
number of cases. Next in frequency was B. coli, actually 
found in 153 specimens ; streptococci were present in 
eighty-eight ; and B. proteus in sixty-five. It was well 
recognized that if a patient had an affection of his urinary 
tract a particular micro-organism might be found present 
on one occasion and a different micro-organism on another. 
Two different micro-organisms might be grown in culture 
from the same specimen. B. proteus and B. pyocyaneus 
had a certain significance in the urinary tract in associa- 
tion with B. coli. If B. coli were accompanied by organ- 
isms of these groups it meant nearly always some gross 
lesion such as calculus in the urinary tract, and if the 
calculus were removed the other organisms would dis- 
appear, B. coli remaining. Out of 212 cases of stone in 
which pus was present in the urinary tract the urine was 
sterile in sixteen. That was of interest because it was 
an old tradition that pus in sterile urine suggested tuber- 
culosis of the kidney, and it was just as well to remember 
that in cases of calculus the urine with pus might be 
sterile too. In these cases with pus the organism most 
common was no longer Staphylococcus albus, but B. coli, 
with B. proteus next. Out of 750 cases of stone in the 
urinary tract about 90 per cent. revealed the presence of 
either pus or leucocytes. In 548 cases, or about 72 per 
cent., blood or a certain number of red blood cells were 
found in the urine. Crystals were present in 220 cases, 
or nearly one-third. Triple phosphates and calcium 
oxalate were those generally found. 


Stone in the Bladder 


Stone in the bladder had been recognized for a very 
long time as being probably a condition which affected 
children and elderly men. As recently as 1883 Sir Henry 
Thompson stated that half the cases of stone in the 
bladder in Guy’s Hospital occurred in children, and that 
it was comparatively rare in elderly men, though he added 
that in private practice this position was reversed. There 
had been a great falling off in the frequency of this con- 
dition in children during the last thirty years, and vesical 
calculus was now very rare in childhood. No doubt this 
was due to improved nutrition and better social conditions 
generally. In a series of his own cases the men over 50 
accounted for 60 per cent. In going through these cases 
he had been interested in the proportion which followed 
upon prostatectomy. He mentioned seven cases in which 
stone was evidently due to the operation. In four of 
them it had developed in the prostatic bed ; in three of 
these it was of some size, and associated with a second 
stone in the bladder. In two other cases the calculus 
was associated with a dense fibrous stricture at the 
entrance to the bladder, and in another the stone had 
formed around a thread lhgature which had been used 
in the open operation. In one of these cases the prostate 
operation had been done twelve years previously. 

In his series of cases he had found nineteen of stone 
in the bladder in women. In six of these the condition 
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developed following injury to the bladder during the opera- 
tion’ of hysterectomy, and in one other following injury 
during Caesarean section. In three other cases a foreign 
body (a pencil in two cases) had been introduced per 
urethram. 

Symptoms 


The severity of pain in stone in the bladder varied very 
greatly. In some of his cases there was no reference to it. 
Some patients complained of nothing more than a little 
pricking at the end of micturition, others declared the 
pain to be excruciating and to last from ten minutes to 
half an hour. This variation in the amount of pain felt 
by different patients was certainly interesting. Pain, of 
course, was subjective, and the threshold varied in differ- 
ent individuals. As for the bearing of the size of the 
stone upon the pain, once a stone had reached a certain 
size there did not appear to be any relation between the 
pain experienced by the patient and any further increase 
in size. In some cases severe pain was felt although the 
stone was small. On the other hand, a man aged 30 had 
a stone which was afterwards found to weigh 6} oz. and 
said he never had more than a dull pain at the end of 
micturition. When it was realized how very sharp the 
oxalic stones were it was not wonderful that pain should 
be considerable, but that was not necessarily the case. 

Interruption of the stream was complained of by a 
number of patients, almost invariably accompanied by 
a certain amount of pain. In some cases this was not 
momentary, but went on to an attack of retention. In- 
continence was very rare, except in children and in 
certain conditions in adults, as after prostatectomy. He 
had had four cases of men between the ages of 53 and 67 
who had incontinence partly as a result of the great fre- 
quency ; they said that they were passing small quantities 
of urine at intervals of from ten minutes to half an hour. 
Haematuria had long been recognized as one of the most 
important symptoms in connexion with stone in the 
bladder. When stone was associated with a large prostate 
bleeding might be profuse. 

On the influence of movement Mr. Lett said that when 
he was a student he was told that if he wanted to know 
whether a patient had a stone in the bladder he should 
tell him to go for a ride on a bus. This referred to the 
old horse buses, with uncomfortable seats and a lack of 
springs, the roads also being not so good as now. If a 
man had a stone he would in such circumstances have an 
urgent’ desire to pass water, and when he did so would 
suffer a good deal of pain and probably pass blood. 
Haematuria did seem to depend almost entirely on exer- 
cise. One old sportsman after a day’s hunting would 
always pass a little blood. The oxalate stone figured 
prominently in cases of haematuria. 

On the subject of diagnosis the speaker laid stress on 
the importance of both radiography and cystoscopy in 
certain cases. The fact that the uric acid stone threw 
no shadow, and that certain other stones might be over- 
looked on x-ray examination made it desirable not to rely 
on that method alone. On the other hand, opaque bodies 
lying outside the bladder might be mistaken for stone, 
and a stone in a prolapsed ureter might be mistaken for 
stone in the bladder. Cystoscopy would not reveal a stone 
which was hidden in a diverticulum. The relative merits 
of suprapubic lithotomy and lithotrity had been discussed 
so often that it was scarcely necessary for him to touch 
on them. The latter was not an easy operation, except 
in very skilled hands. In cases of enlarged prostate also 
it was associated with certain special difficulties. 


Discussion 


Mr. Ocrer Warp said that whether the ‘‘ stone age ”’ 
had reached its zenith could not be told. The figures were 
mounting, but with improved dietetics, vitamin control, 
and so forth, the curve might soon come down, though 
no doubt, with strawberries all the year round and 
asparagus at any time, there would be sufficient cases of 
stone to keep their hands in practice. The former fre- 
quency of stone among children of the poor was no doubt 
accounted for by poor food. In Norfolk, where stone 
among children was formerly very prevalent, the wages 


of the agricultural labourer used to be 15s. a week and 
on that he had to bring up a family of several] childre 
to whom fresh vegetables in the winter months Pai. 
unknown, and who lived to a certain extent on coal 
On the other hand, well-to-do old men got stone more fre. 
quently than poor men, partly because they fed too well 
and also, of course, because the poor men died relatively 
earlier from other diseases before reaching the age di 
chief incidence. The contrast between St. Peter’s Hos- 
pital and the London Hospital was quite easy to explain 
To the lay public any pain in the bladder or urethra 
meant stone, and as many of them knew St. Peter’s wags 
a hospital for stone, they went there to be investi. 
gated, which incidentally meant that St. Peter’s received 
a good many prostate cases, and also dealt with quite 
a proportion of women having stone in the bladder 
probably more than the general hospitals. On the other 
hand, the figures for renal calculi would always be rela. 
tively higher at the general hospitals. 

Mr. H. P. Winspury-WuHiTeE said that he had been 
interested in the figures of relative incidence of stone jn 
the upper and lower urinary tract. He had been under 
the impression on starting his career that bladder stone 
was more common than renal stone, but on going through 
his figures he found they corresponded almost exactly with 
Mr. Lett’s. With regard to aetiology, he agreed that the 
disappearance of stone in the bladder from children was 
directly traceable to the raising of the standard of living 
in the working classes. They had to thank modern te. 
search workers for showing how this occurred. McCarrison, 
for example, had shown that where a person was living 
on a monotonous carbohydrate diet with a complete 
absence of vitamin A, by adding calcium there was a 
greatly increased risk of stone formation. The group of 
cases which had its chief incidence towards the end of 
the fourth decade of life had puzzled him, because he 
could not see why the incidence should disappear in 
children and increase in adults while the same social 
factors were at work. He asked himself whether it wag 
due to some inflammatory cause, and in 150 cases which 
he went into he was able to find definite chronic inflam- 
matory foci somewhere in the genital system or lower 
urinary tract. He had had two cases of stone in the 
bladder in women following Caesarean section. On the 
question of pain he had had one striking case of a man 
who had three large stones in the bladder, and who, when 
he saw him, was having 10 grains of morphine a day. 
With regard to post-prostatectomy stones, he had had two 
or three cases, but there had always been stone previous 
to removal of the prostate. 

Mr. RatpH TuHompson believed that stones might be 
classified into travelling and resting, and that would ex- 
plain why the incidence of bladder stones was going down 
so much. Renal stones were being operated on before 
they travelled. 

Dr. CurHBERT DuKEs said that foreign bodies in bladder 
stones were frequently overlooked because the foreign 
body might be embedded in the centre of the stone, and 
if a small portion were removed for analysis just by 
scrapping the edge the foreign body would be missed. In 
bladder stones in women he had found slippery elm, and 
in men, candle-grease. Slippery elm was introduced for 
the purpose of abortion, and candle-grease was used fot 
sealing the end of the penis as a contraceptive measure. 
He had once working with him a Chinese student, a very 
experienced man, who was devoting his post-graduate 
course in London to the study of a large number of stones 
he had brought back with him from China. He men- 
tioned to this Chinaman the number of vesical calculi 
which had either a piece of wood or candle-grease em- 
bedded in the centre, but he said that there was nothing 
of that sort in China. He suggested to him, however, 
that he should cut his stones in half, and he did 89, 
and found that there were instances in which slippery 
elm and others in which candle-grease had been used. It 
would be interesting to know whether these practices 
originated East or West. 

Mr. Hucu Letr said that the reply to Mr. Ralph 
Thompson was that unfortunately stones in the bladder 
were not diminishing ; they were going up again. 
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FEDERATION 
Gastric and Duodenal Investigations 


At a meeting of this society held at the British Medical 
Association House on June 23rd, with Dr. E. M. PICKARD, 
the president, in the chair, a paper entitled The In- 
fluence of Investigation upon the Treatment of Gastric 
and Duodenal Disorders ’’ was read by Dr. 
Eastwoop. Every case of severe pain or discomfort 
associated with meals, and also every case of definite 
ill-health associated with lesser degrees of the same, 
should, she said, be investigated up to the point of ex- 
cluding organic lesions. Apart from carcinoma of the 
stomach, the most important were chronic gastric and 
duodenal ulcers, which caused so much disability, carried 
such risk of grave complications—perforation and haemor- 
rhage—and were so liable to recur that a positive diagnosis 
should involve a very complete investigation in all cases. 
This was of immediate value in deciding between medical 
and surgical treatment, in estimating the length of time 
to be allowed to the former, and in planning details of 
either, besides providing information for the regime at 
a later stage. It should include at least a radiological 
examination of the whole gastro-intestinal tract after a 
barium meal, a blood count and Wassermann reaction, 
a fractional test meal, tests for occult blood in the stools, 
and a search for infection in the mouth. Where there 
was clinical suspicion of the gall-bladder Graham's test 
should be done. Nothing short of a firmly healed ulcer 
and the removal of factors contributory to recurrence, 
such as infected teeth, appendix, gall-bladder, or piles, 
should be aimed at. This was a big programme and an 
expensive one. 
Fractional Test Meal 


Dr. Eastwood regarded the fractional test meal as of 
great use in assessing the individual type of gastric 
function, but valueless for diagnosis, apart from (1) food 
residue in the resting juice after a twelve hours’ fast being 
evidence of pyloric stenosis, (2) achlorhdyria during three 
hours, even after histamine stimulation, showing a con- 
stitutional or temporary defect of the gastric mucosa. 
Such an absolute achlorhydria sHould lead to blood exam- 
ination for pernicious anaemia. Absence of pernicious 
anaemia would still suggest the need for taking hydro- 
chloric acid with meals throughout life, and a diet con- 
taining much meat, green vegetables, and fruit. When 
a duodenal ulcer had been diagnosed the fractional test 
meal was of great interest. If the initial rise in hydro- 
chloric acid secretion was high and the stomach emptied 
rapidly it showed a condition which was physiologically 
unsuitable for surgical treatment by posterior gastro- 
enterostomy, as the same type of curve persisted after 
this operation. Such cases should be subjected to partial 
gastrectomy if medical treatment failed. With a long- 
standing duodenal ulcer and some scarring there was often 
partial atrophy of the acid-secreting cells of the gastric 
mucosa, and a slow-mounting, moderately high curve 
would be found. This was the type of case for posterior 
gastro-enterostomy. 


Functional Disturbances 


In the absence of an organic lesion a high-mounting 
curve with slow neutralization, or with a secondary rise 
after an initial drop at about two hours, indicated a 
common type of functional failure. Patients with either 
curve could be relieved at once by a bland diet, and 
alkalis timed with the help of the curve. If the physio- 
logical disturbance were explained to them they could 
treat recurrences caused by overwork or overeating, 
or emotional disturbances, without medical assistance. 
Patients with a tendency to a secondary acid secretion 
om an empty stomach often complained of waking at 
about 2 a.m. with nightmares or vague feelings of un- 
fasinéss, mental or physical, and were relieved by taking 
a teaspoonful of alkaline powder at bedtime. 

_ Hypochlorhydria was believed to predispose to upper 
intestinal infection, and was often found associated with 
theumatoid arthritis, ulcerative colitis, rosacea, cholecyst- 
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of from half to two teaspoonfuls of acid. hydrochlor. dil. in 
a tumbler of water, flavoured as desired and drunk with 
every meal, should be advised. Dr. Eastwood showed 
charts from actual cases illustrating various types of curve 
found, and a series of radiographs. She concluded by 
emphasizing the value of radiological investigations and 
the importance of a knowledge of the patient’s clinical 
history. 


PSYCHOTHERAPY IN GENERAL PRACTICE 


At a meeting of the Medical Society of Individual Psycho- 
logy on June IIth a symposium on ‘‘ Psychotherapy in 
General Practice ’’ was held. 

Dr. S. Crown said that an increasing number of 
general practitioners were adopting some form of psycho- 
logical approach to their patients’ problems. The reason 
why many did not was partly the manner of its intro- 
duction to general notice in this country, and partly 
scepticism about its many theories and its therapeutic 
results. Psychology as first introduced to general notice 
was Freudian ; from this, owing to its technique and for 
other reasons, the general practitioner was definitely 
warned off. Later on Adler’s views became known, but 
the inhibitory effect of the Freudians had produced a state 
of mind very antagonistic to the spread of psychology 
amongst general practitioners. Many books on the subject, 
whether written by medical practitioners or by over- 
enthusiastic laymen, followed the same psycho-analytic 
approach. The subject was inherently difficult to 
grasp, involving statements which the cases submitted 
in ulustration often failed to clarify; it was not easy, 
therefore, to handle the material or to apply what 
had been read to actual patients. Many were keen on 
utilizing ascertained psychological knowledge so far as 
they felt able to do so. The psychological investigation 
of disease in in-patient and out-patient departments of 
teaching hospitals had been very much neglected, and 
was now only beginning to receive notice ; the research 
work necessary to elucidate the psychopathology of these 
diseases seemed almost in its infancy. Psychology would 
do itself harm by claiming that it was yet able to provide 
that scientific foundation of proved knowledge which the 
general practitioner was entitled to demand in order to 
treat his patients properly. It would take a few genera- 
tions of students trained in the methods of clinical psycho- 
logy to work out in what cases and under what conditions 
psychology could best be employed in practice. With 
regard to spreading a knowledge of medicai psychology, 
an obvious method was that of publishing case documents 
in general medical journals. To be of value such articles 
should consist of analyses of many cases of the particular 
subject discussed, dealing clearly with cause and treat- 
ment, much as an article on any other clinical matter 
would be dealt with ; they should be edited by a general 
physician in active practice, with a good knowledge of the 
psychological side, to ensure that they were practical 
and clinical, that difficulties were properly stressed, and 
treatment, progress, and results duly recorded. Another 
method was the expression of psychological views on all 
possible occasions when any group of doctors met, as in 
local medical societies. Dr. Crown thought that much 
psychological work could be done in general practice. 
Patients benefited much by being able to talk about their 
troubles to a doctor who was willing to give up his 
time to listening ; he made them feel that their psycho- 
logical difficulties were appreciated as real, and that they 
were being carefully considered. This seemed to help 
them a good deal, and by using this method and intro- 
ducing Adler’s ideas progressive and interesting work 
could be done. If after a few interviews there seemed to 
be no advance the case should be turned over to someone 
with a deeper knowledge of psychclogical principles. 


General Practice and Preventive Psychology 


Dr. S. H. LuBNER was convinced that a great number of 
curable neuroses were encountered in the course of daily 
work. It was to the general practitioner that the earliest 
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symptoms of psychological maladjustment in children and 
adults were first communicated. He had, moreover, 
the unusual advantage of visiting the patient's home 
frequently, and of getting to know other members of the 
family. His advice and help were often sought regarding 
matters which could in no sense be said to belong to the 
sphere of medicine. His advice should be based on a 
competent understanding of psychological principles, as 
well as on the result of his personal experience or 
philosophy. Long and detailed interviews with patients 
were not expected of the general practitioner. They 
required much more time than he had at his disposal, and 
in any case required the services of the specialist in 
medical psychology. A general knowledge of the methods 
of psychotherapy and the mechanisms and causation of 
psychological illness could, however, prove invaluable in 
his hands. The widespread ignorance of the most elemen- 
tary facts of psychopathology among doctors in general 
was in itself a bitter condemnation of the scanty tuition 
in this subject in the average medical curriculum. That 
a first-rate surgeon should express surprise that slips of 
the tongue and pen had a significance or that a practi- 
tioner should not be familiar with so elementary a term 
as “‘ phallic symbol ’’ was unfortunately the rule. This 
state of affairs was all the more deplorable when it was 
realized that the general practitioner reigned supreme in 
the field of preventive psychology. Psycho-analysis in 
children had brought out certain fundamental points. It 
seemed clear that frustration of infantile activities might 
be the precursor of severe neurotic or mental illness in 
later life. Over-zeal on the part of the mother in forming 
habits of cleanliness in the infant with regard to its 
bowel and bladder activities, interference with sexual 
activities such as masturbation and thumb-sucking, and 
abruptness in weaning methods might affect the human 
character adversely. The general practitioner could best 
advise on these points, and begin his child guidance work 
from the moment he had delivered the child. He would 
ensure that training in cleanliness was postponed until 
after the weaning crisis, that rigid feeding by the clock 
was not followed by night terrors, and that bottle-fed 
children were not deprived of maternal affection. Armed 
with this knowledge he would help to prevent the 
numerous personality and behaviour disorders which filled 
the child guidance and psychoneurotic clinics. Just as 
he might recognize the indications for an operation without 
being able to perform it, so must he recognize the indica- 
tions for analytical therapy and appreciate the points at 
issue. Something more than reassurance was needed 
here; some further explanation must be given, which was 
much more likely to be successful if it touched upon the 
truth. Other psycho-analytical principles would also 
prove of value, such as recognition of an over-powerful 
super-ego, tendenctes to self-punishment, unreasonable 
hostilities, and masked aggressive impulses. Oppor- 
tunities abounded in every general practice for the use of 
the Adlerian approach, the employment of which would 
often be strikingly effective if used with discrimination. 
Cases illustrative of the classical ‘‘ inferiority complex ’’ 
were often seen in practice. One could do much to over- 
come the hesitating attitude ’’ in neurotics and help 
them to adapt themselves to the social environment. 
Much advice and help could be given in these cases, but 
it was to be hoped that a public more educated in 
psychological principles would arise in the future. In- 
calculable damage might be done when sensitive people 
were made the butt of the uncontrolled aggression of 
ignorant overseers. Many cases of neurosis in general 
practice were inadequately treated through insufficient 
questioning. Patients were often too shy to discuss their 
marital relations and sexual problems, but usually seemed 
very appreciative and interested if the doctor made 
tactful inquiries. Coitus interruptus, sexual frigidity, 
clumsiness in technique, and ignorance and fears in rela- 
tion to sex matters played their part in the neuroses of 
general practice. As the years rolled by these unexpressed 
anxieties ate into the souls of the patients. Yet the 
speaker had heard general practitioners dismiss the whole 
subject on the ground that the private lives of married 


people were no affair of theirs! That such an attitudg 
was incompatible with the duty of the medical profession 
could be shown by a brief example. Sexual frigidity 
towards the husband might mean that excessive emotion 
was let loose on the child, leading to a severe personalj 
disorder in the child, apart from making havoc of the 
husband’s life. The happiness of three people at least 
was in the balance when such a patient called at the 
doctor’s surgery for a ‘“‘tonic.’” He might have 
reflected as he mixed the bottle of bromide and gentian 
that this sexual frigidity was perhaps only due to fear of 
childbirth, and might well have been overcome by a 
little sound advice on modern contraception. 


The Individual Approach 


Dr. A. C. Court, in a communication, wrote that 
psychotherapy in general practice was bound to come 
owing to the widespread demand for it. Some years ago 
members of the profession were thoroughly hostile to 
psychotherapy ; now there was an immense appetite for 
it, and the leaders of the profession must guide and 
control this curiosity. As soon as clinical psychology 
was well taught it would become an outstanding form of 
our national method in medicine. The main advantage 
of this would be to the doctor himself. He would not 
attempt the impossible so often, and would see possi- 
bilities where he did not see them before. He would 
know what was wrong with the sick. An _ experienced 
practitioner could do small amounts of good work quickly, 
and such work would be found to give a delightful sense 
of power, and turn the least attractive cases into the 
most attractive. 

Dr. M. Marcus said that a great number of the patientg 
who crowded the waiting rooms of medical practitioners 
were people suffering from symptoms of psychogenic 
origin. The vast majority of such patients were able to 
get on with their work, but came because their symptoms 
were unpleasant and possibly disabling. In order to treat 
these patients, whose symptoms were more usually of a 
simple and single kind, such as headache, dyspepsia, 
anorexia, palpitation, or pain, the first essential was to 
recognize the symptom for what it was. It was necessary, 
therefore, not only to exclude the presence of organic 
disease, but to be able with some degree of confidence 
to connect the symptom with the existence of some 
emotional disturbance in the patient’s life. In this way 
the practitioner could best practise psychotherapy. To 
recognize that a patient might have emotional difficulties, 
and that these difficulties were often associated with 
symptoms ordinarily indicative of organic disease, was a 
bigger step forward than it looked. The patient was 
regarded as a whole—as a sick person in an environment 
possibly more sick than himself—and the emphasis was 
shifted from the disease to the patient. ? Hence it followed 
that, after the usual anamnesis, the history should be 
completed by the patient being asked about himself. 
When a patient understood how his symptom had arisen 
it often disappeared very quickly, for he himself had 
already had an idea that worry might be responsible for 
his illness. With this knowledge reintegration became 
possible, and health returned. Not only did the patient 
derive immediate benefit, but he gained an insight into 
his reactions which made any subsequent symptoms 
less troublesome, or at any rate less terrifying. To sum 
up, the method of psychotherapy most serviceable for the 
busy practitioner, who saw his patients for brief intervals 
from time to time, was the Adlerian method of individual 
psychology. By making himself acquainted with the 
patient’s whole life and personality the practitioner became 
able to assess symptoms in relation to the whole disturb 
ance in health. A thorough clinical examination was 
indispensable, but by itself might result in the patient s 
being sent away without the help he might otherw'se 
have obtained. If combined, however, with a sympathetic 
knowledge and understanding of the emotional difficulties 
inseparable from life, a very great deal could be done to 
alleviate many of the disorders for which medical practr 
tioners were consulted. 


| 
| 
| 
\ 
3 ( 
] 
‘ 
( 
1 
i 
] 
1 


JuLy 4, 1936 


ENGLAND AND WALES 


‘Tue Beitisa 
MEDICAL JOURNAL 


41 


| 


England and Wales 


Society of Apothecaries 


A Court and Livery Dinner of the Society of Apothe- 
caries of London was given in the Hall of the Society 
on June 23rd, the Master, Sir William Willcox, presiding. 
Sir William read out to the company a telegram of con- 
gratulation that had been sent to the King on his birth- 
day, and later in the evening a telegram expressing the 
thanks of the King was received. In proposing the toast 
of ‘‘ The University of London ”’ the Master said that 
owing to the death of King George the usual February 
Livery Dinner was not held. As the centenary of the 
University of London was being celebrated this summer 
the Society had decided to invite representatives of the 
University to the Court and Livery Dinner, and was 
proud to be the first to entertain representatives of the 
University in honour of this occasion. He regretted that 
the Earl of Athlone, Chancellor of the University, had 
been unavoidably prevented from being present. The 
Master then welcomed the Vice-Chancellor, Mr. H. L. 
Eason ; the Chairman of Convocation, Professor S. L. 
Loney ; the Chairman of the Court, Lord Macmillan ; 
the Principal, Sir Edwin Deller ; a former Vice-Chancellor, 
Professor L. N. Filon ; Canon J. A. Douglas ; and Sir E. 
Graham-Little, who watched the interests of the Univer- 
sity in Parliament. The University of London was 
granted a charter in 1836 under William IV, and was the 
first university to admit men and women on equal terms. 
Replying to the toast, Mr. Eason said that London 
University was now the largest in Great Britain, with 
some 13,000 students. Its growth had been phenomenal, 
and its activities were growing year by year. He would 
not like to let this occasion pass without saying that the 
University welcomed the honour done it by the Society 
of Apothecaries, and would point out that the University 
had no wish to destroy the old corporations which were 
doing such valuable work. London University, he said, 
owed a great deal to Scottish lawyers—Brougham, 
Haldane, Macmillan. Lord Macmillan had done great 
work as Chairman of the Court, and it was largely 
owing to his activities that the University was. able to 
start the building of its new headquarters free of debt. 
“The Livery ’’’ was toasted by the Senior Warden, 
Dr. A. P. Gibbons, who appealed for donations towards 
putting in a suitable flooring for the Hall. In response, 
Mr. V. Warren Low leavened the occasion with a speech 
whose humour was greatly appreciated. 


Problems of Port Authorities 


Dr. W. M. Frazer, port medical officer of health for 
Liverpool, records in his annual report for 1935 an instance 
of the efficacy of the measures taken to prevent the 
entrance of plague into this country. On December 4th 
last year a dead rat found on the top of some planks on 
the ground floor of a large block of grain warehcuses 
was within three hours reported as showing signs of 
infection by B. pestis, a provisional diagnosis which was 
subsequently confirmed by the Ministry of Health. An 
intensive rat-catching campaign was immediately begun 


in the warehouses and surrounding district. Two days 
later another plague-infected rat was found. Up to the 


end of the month seventy-six rats and sixty-eight mice 
were killed in the warehouses or their surroundings, but 
hone was infected. These warehouses were constructed 
about a hundred years ago, and their basements proved 
on examination to have a false board flooring supported 
on joists about six inches from the earth, thus providing 
a permanent harbourage for rats. Strong representations 
were made to the owners that this flooring should be 
taken up and six inches of concrete be substituted. It 
is hoped that the whole of the basement will shortly have 
aconcrete floor. Dr. Frazer remarks that there can be 
no doubt that this prompt action prevented a very serious 
outbreak of rodent plague in the port, and that the 
incident demonstrates the importance of the routine 
Measures which are constantly carried on, whereby regular 
examinations of samples of the rat population are made, 


and emphasizes particularly the necessity of paying 
special attention to the finding of dead rats. The com- 
plaint is repeated that British-built ships continue as a 
whole to be less satisfactory as regards the construction 
of the crew’s quarters than are those built abroad. Points 
stressed are the housing of the crew forward while the 
galley is situated aft at a most inconvenient distance, 
the imperfection of the sanitary arrangements, and the 
inadequacy of the supply of hot water. During the year 
two cases of anthrax infection were treated at the City 
Hospital, Fazakerley, one in a warehouseman in the 
service of a firm of wool brokers and the other in a wool 
sorter. The question of the disinfection of hides and 
skins has not yet been solved. The suggestion is made 
that special precautions should be adopted to prevent 
the contact of dried hides, wool, and hair with grain or 
feeding stuffs ; that the holds of the ships which have 
contained animal products of this kind should be 
thoroughly disinfected ; and that the sweepings of holds 
containing grain should not be mixed with other food- 
stuffs for cattle. In this way it is hoped that the con- 
veyance of anthrax to farm animals may be prevented. 


The Campaign Against Venereal Disease 


Sir Kingsley Wood, Minister of Health, was the principal 
speaker at the annual general meeting of the British Social 
Hygiene Council, held at the London School of Hygiene 
and Tropical Medicine, with the Right Hon. L. S. Amery 
in the chair. Sir Kingsley pointed out that it was useless 
to provide facilities for the treatment of venereal disease 
unless the persons affected were constantly stimulated to 
use them to the fullest extent. Education and public 
enlightenment were necessary, and here the work of the 
Council was so important. He was ready to further the 
work from the financial side so far as he could, because 
expenditure on propaganda reduced expenditure on treat- 
ment. In this country the view was taken that any 
element of compulsion was likely to defeat its own object. 
Treatment was therefore provided free ; it was given under 
conditions of secrecy ; and the centres were open to all 
comers, irrespective of their place of residence. Few 
people realized the economic loss to the country occa- 
sioned by the disease. Exact figures could not be given, 
but it was incontestable that elimination of syphilis would 
mean elimination of two diseases—general paralysis of the 
insane and locomotor ataxy—which accounted between 
them for over 1,600 deaths in 1934. Results generally 
were improving. Persons now continued their attendances 
at treatment centres for a longer period, and an increasing 
number took advantage of the facilities for diagnosis. 
The incidence of syphilis was on the decline ; infections 
dealt with at the treatment centres in 1935 numb 
just under 6,000, as compared with something over 9, 
in 1925, while the mortality of infants from the disease 
in 1934 was less than one-half what it was in 1924 and 
about one-sixth of what it was in 1917. No exact state- 
ment could be made as to the incidence of gonorrhoea, 
but propaganda work was undoubtedly bearing fruit. 
There had been a substantial increase in the attendances 
at the out-patient departments of the treatment centres ; 
in 1925 they numbered some 1,700,000; in 1935 there 
were nearly 3,400,000. So far as discharge and tests of 
cure after treatment were concerned there was also an 
improvement, for in 1925 the percentage was 12.9, while 
in 1935 the figure had risen to 17.5. The Minister com- 
mended laboratory work, which was so important in 
connexion with venereal disease, and stated that there 
were over ninety approved laboratories, at which some 
632,000 tests were made in 1935. There were certain 
matters to which renewed efforts should be directed. The 
number of women attending the treatment centras 
appeared to be less than it should be. It was important 
to encourage those in charge of children who were affected 
to bring them for observation and treatment. No new 
medical discovery was needed to rid the community of 
congenital syphilis. It could be prevented with practical 
certainty in every case by proper treatment of the pro- 
spective mother during pregnancy. There was also need 
for development of the work in rural areas, including the 
local provision of treatment facilities. 
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Hospital Conference at Edinburgh 


The annual conference of the British Hospitals Asso- 
ciation was held in the Assembly Rooms, Edinburgh, 
on June 18th, 19th, and 20th. 


Waiting Lists of Voluntary Hospitals 


At the opening session Professor John Fraser read a 
paper on “‘' Hospitals and Waiting Lists,’’ in which he 
suggested that the continued increase in the numbers on 
waiting lists was due to the extension of hospital facilities. 
A waiting list, he said, was therefore in some measure a 
compliment to the institution with which it was associated, 
and a response to facilities provided. He believed that 
a waiting list reasonable in numbers and varied in type 
was one of the most valuable assets that any hospital 
associated with a teaching school could possess, because 
clinical teaching demanded an adequate and _ inclusive 
choice of cases. Waiting lists had, however, certain dis- 
advantages in so far as they were contrary to humani- 
tarian and ethical principles. The economics of waiting 
lists were unsound ; he had found in a recent investiga- 
tion that twenty-one of the larger general hospitals of 
England and Scotland had nearly 20,000 names on their 
combined lists. It might be taken that all these persons 
were sufficiently ill to make admission to _ hospital 
desirable, and from other figures he had estimated that 
56 per cent. of them would be restored to full working 
power within a reasonable period after treatment. The 
fact that they were put on a waiting list meant that there 
was delay before treatment was begun, and he had 
calculated that if these 20,000 persons were engaged in 
industry, working eight hours a day, each day that 
elapsed while they remained on the waiting list repre- 
sented the loss of nine and a half working weeks. Urgent 
cases must be admitted forthwith, but as the result of 
this winnowing process, admission was delayed for months 
and even for years in some cases where there was no 
urgency. These delayed cases included such conditions 
as hernia, hydrocele, haemorrhoids, injuries, chronic 
infections of joints, etc., but it was noteworthy that 
from a purely economic point of view these were the 
conditions which should receive early attention. It was 
rather disconcerting that in certain areas the statistics 
of the past decade showed that while waiting-list figures 
had increased by 71.4 per cent. the available beds had 
increased by only 16.9 per cent. Possible reasons for this 
were the growing tendency to seek hospital treatment, 
the influence of the Insurance Act, and the immediate 
admission of acute cases, which by means of modern 
motor transport could be collected over a wide area and 
deposited in the hospitals. In 1908 he had been house- 
surgeon in the wards to which he now acted as surgeon. 
In that year the number of acute admissions had been 
142 and the average waiting list was thirty-eight patients. 
In 1935 the acute admissions had totalled 468, while the 
waiting list was 426. Professor Fraser referred to the 
recommendation of the Hospitals Services Committee that 
Scotland required 3,000 additional beds, and that this 
should be provided as additions to voluntary hospitals by 
a Treasury grant of £900,000, while an equal sum was 
raised by the hospitals. It might be said that the 
development of the local authority hospitals had taken 
the place of this, but the increased facilities so offered 
had in no measure lessened the burden of the waiting 
lists Of voluntary hospitals. As remedies he suggested 
that there should be a limitation of the number of emer- 
gency admissions, so that after a definite ratio had been 
attained the remaining cases should be sent to the 
municipal hospitals. Secondly, a ward should be devoted 
to the treatment of the less urgent cases, such as hernia, 
haemorrhoids, and the like. On the afternoon of the 
opening day Alderman W. Hyde read a paper on ‘‘ The 
Future Policy of Contributory Schemes ’’ in which he 
said that the extent to which the wage-earning and small- 
salaried sections of the community had rallied to the 


support of voluntary hospitals was a demonstration that 
they appreciated these hospital services. More than one 
hundred contributory schemes were affiliated’ to the 
British Hospitals Contributory Schemes Association, which 
represented 4,000,000 contributors and collected oyer 
£3,000,000 per annum. If voluntary hospitals were to 
continue as an important factor in the national health 
service, this must involve increased expenditure, Con- 
tributory schemes were now facing up to the full implica. 
tions of the responsibilities they had accepted on behalf 
of their members, and the solution of the problems which 
must continue to arise would be expedited by the creatiog 
of a consultative joint committee. 


Fracture Treatment 

On the second day of the conference Mr. R. C. Elmslie 
(London), in an address on ‘‘ The Treatment of Frage. 
tures,’’ urged that fully equipped fracture units should 
be established all over the country. Quoting the reports 
of the British Medical Association, he said that in 1939 
the amount of compensation paid for workmen’s injuries 
was about £4,500,000 for 246,243 accidents. The road 
accidents in the country were about 200,000 a year, and 
here again a large proportion of the serious injuries were 
fractures. Investigation showed that the results obtained 
in the treatment of fractures were far from ideal, and that 
they had failed to follow up the lessons learned during 
the war. Every hospital ought to be capable of giving 
first-aid treatment, but should afterwards send the patient 
on to a fracture centre, even if this were at a considerable 
distance. Many hospitals undertaking the treatment of 
fractures were not equipped for proper physical treatment, 
In an ideal fracture centre there should be segregation 
of patients, apparatus for mechanical work, full operative 
and «x-ray facilities, special nursing, and a surgeon who 
is expert in fracture treatment. The hospitals and medical 
schools should do something to organize fracture units 
on these lines. Mr, Geoffrey Peto, in opening the dis- 
cussion, said that what was wanted was not compensation 
but cure and rehabilitation with the object of restoring 
the injured person to full earning capacity. 


University of St. Andrews 


At the summer graduation ceremony of the University of 
St. Andrews on June 26th Principal Sir James Irvine con- 
ferred the honorary LL.D. degree upon eight distinguished 
persons, including Edward Waymouth Reid, emeritus pro- 
fessor of physiology, University College, Dundee. After 
graduating at Cambridge, Professor Waymouth Reid was 
attached to St. Bartholomew’s Hospital and was assistant 
lecturer in physiology at St. Mary’s Hospital, after which 
(in 1889) he became the first professor of physiology in 
University College, Dundee. For a time he was dean of 
the faculty of medicine at St. Andrews, and is now 
emeritus professor after forty-seven years’ service, The 
degree of M.D. was conferred upon five candidates, and 
those of M.B. and Ch.B. upon twenty-seven graduands. 
The Principal, in his address to the graduates, said that 
it must be admitted that the present was not a particu 
larly happy age, for something had gone wrong with 
the world and they were searching feverishly for hasty 
cures to meet sudden ills. The spread of education did 
not appear to have exercised a beneficial effect ; indeed, 
it almost seemed as if education aggravated matters, for 
new knowledge had been poured into the world at a rate 
faster than man’s feeble capacity could absorb it. Dis 
covery had always progressed in advance of man’s capacity 
to utilize new knowledge, but never before had man been 
given so little time to adapt himself to the new ideas 
he had evolved. He suggested that it was not vain to 
hope that some day the machinery of government might 
include a ministry of knowledge, whose function would 
be to look ahead and frame a national policy in which 
regard would be paid to future sources of knowledge. 
Scotland was altering daily under their eyes ; the errors 
which in the time of the industrial revolution had created 
towns of slums were in process of repetition, for while 
there was a tendency to build and expand there was & 
deplorable lack of town and country planning. 


é 
] 
fi 
c 


crit 
clu 


3 
| 
a | i 
t 
t 
| t 
| he 
b 
ti 
st 
b 
F 
d 
J 
A 
ti 
vi 
la 
of 
m 
al 
al 
to 
ex 
a 
TI 
| 
is 
Wi 
po 
Fy 
ty 
I 
fev 
to 
det 
ang 
of 
one 
2 


iter 
vas 
ant 
ich 
in 
The 
and 
ids. 
hat 
icu- 
vith 
sty 
did 
ed, 
for 
rate 
Dis- 
city 
een 
leas 
to 
ight 
yuld 
rich 
rors 
ited 
hile 
is & 


JuLy 4, 1986 


CORRESPONDENCE 


/Tue Britis” 
MeEpIcaL JOURNAL 43 


Aberdeen Infirmary Appeal 


At a meeting of public men from the city and district 
of Aberdeen, held in the new Royal Infirmary buildings, 
on June 25th, Lord Provost Edward W. Watt made an 
appeal for a further £100,000 in addition to the sum of 
£400,000 already subscribed for the new buildings and 
equipment of the Infirmary. He said that the present 
Infirmary buildings had to a great extent outlived their 
usefulness, for although they originally stood on the 
outskirts of Aberdeen, they were now hemmed in on all 
sides on a congested site in the centre of the city, and 
were out of date and inadequate. The response to the 
first appeal had not been sufficient to meet the whole 
cost of the new buildings, which were now fast approach- 
ing completion and would be ready for occupation about 
the end of September. The total cost would be about 
£525,000. The new Infirmary would not be the peculiar 
possession of the city of Aberdeen, but was intended for 
the whole of the north-east of Scotland, so that every 
town and village in that area would have a right to its 
services and a responsibility for its welfare. Lord Forbes, 
who commended the appeal, said that they must remem- 
ber the rapid advances that were being made in medicine 
and surgery, and be far-seeing in the attempt to visualize 
the requirements of the future. 


Grants for Medical Research 


The Bellahouston Trustees have contributed £5,000 
towards the cost of erection of the new Chemistry In- 
stitute at Glasgow University. A grant of £7,500 has 
been made to Edinburgh Court by the Rockefeller 
Foundation for research in neuro-surgery under the 
direction of Mr. Norman Dott during the five years from 
June, 1936. 


CORRESPONDENCE 


The Medical Curriculum 


Sir,—I agree with every word of your leading article 
on the medical curriculum (Journal, June 6th p. 1166). 
As the father of four sons, of whom two are qualified and 
two are in different stages of the medical course, I take a 
very personal interest in the future of the profession. The 
last time I saw Sir Arthur Shipley, then Master of 
Christ’s, he said to me: ‘‘ Cambridge used to be a place 
of learning ; for medical students it has become a cram- 
ming shop.’’ He added that some subjects—for instance, 
anatomy—could be reduced. Others which were not 
absolutely essential could be treated by giving lectures 
to show what was being done to interest students ; no 
examination should be held in these subjects. Later on 
aman could specialize in them if he wished to do so. 
There is no doubt the curriculum is too full. Sir Arthur 
concluded by saying ‘‘ Students have not time to think.”’ 

A very important point to which you draw attention 
is the possibility of there being an easier door, which 
will let in an inferior type of man. In view of the 
possible socialization of medicine this is a grave danger. 
Future Governments will endeavour to enlist the cheapest 
type of medical labour.—I am, etc., 

W. Guyon RicHarps, M.B.Camb. 

London, W.1, June 24th. 


Anatomy in the Curriculum 

Sir,—Certain letters which have appeared in the last 
few issues of the British Medical Journal contain references 
to the place of anatomy in the medical curriculum which 
demand further comment. Attention is called to the 
unnecessary length of time spent on the study of 
anatomical detail, and doubt is cast on the desirability 
of students dissecting the entire body. Although the 
criticism is perhaps not without foundation, the con- 
clusions would seem to have been reached from an entirely 
*ne-sided approach to the problem. 


The facts appear to be as follows. (1) Much of the 
anatomical detail taught is useless to the student in his 
clinical years and post-graduate career. (2) After two 
years’ “‘ grind ’’ in the dissecting room the great majority 
of students reach their final year with little anatomical 
knowledge. And finally, (3) some of the time at present 
spent in the dissecting room could be more profitably 
utilized. The premisses being accepted, it is fair to inquire 
at the outset whether the years spent in anatomical study 
are justified. No attempt will be made here to defend 
the proposition that anatomy is a science of its own and 
should be pursued for its own interests, nor to support the 
attitude that the dissecting room is an excellent training 
ground for the powers of observation and manual skill. 
These are outside the domain of the present discussion. 
It is only the place of anatomy in its application to 
clinical medicine that concerns us here. 

It is essential, therefore, to define first the purposes of 
anatomical teaching in a medical course. Normal anatomy 
is taught (a) for the better understanding of physiology ; 
(b) for comparison with morbid anatomy ; and (c) for the 
purposes of accurate diagnosis. The first two reasons 
need no further comment. The third requires emphasis, 
as it is wrongly assumed that anatomy is taught so that 
medical men may know how to operate. This view is 
constantly being put forward, in spite of the obvious fact 
that every would-be surgeon must of necessity return to 
the dissecting room to learn the finer anatomical details 
of the part in which he wishes to specialize. No 
anatomical course for medical students is planned with 
this object in view. 

Anatomical knowledge is the basis of accurate diag- 
nosis. All diagnosis begins first with careful anatomical 
localization, and proceeds thence to an investigation of the 
possible pathological causes of the lesion. The latter part 
of diagnostic skill depends partly on laboratory tests and 
partly on what is termed “‘ clinical sense,’’ or, perhaps 
better, ‘‘ past experience.’’ The primary diagnosis, the 
anatomical localization, is within the domain of every 
practitioner of medicine, and it is indeed the general prac- 
titioner who would value most a better foundation of 
general anatomy. To take one example only, peripheral 
nerve lesions, which tend to be so confusing to most 
practitioners, are basically anatomical. This being so it is 
pertinent to seek the causes of the present failure of 
students to retain the essential anatomical knowledge in 
the clinical years. There are, I believe, two main reasons 
for this defect: (1) the fundamental essentials of anatomy 
required for diagnosis are obscured in the dissecting room 
in a sea of minute detail ; and (2) the wide gap between 
the pre-clinical and the clinical teaching. 

With regard to the first cause, I would emphasize at the 
outset that the dissection of the entire body is obviously 
essential for an understanding of physiology, for com- 
parison with morbid anatomy, and for accurate diagnosis. 
It must be admitted that personal dissection is the best 
method of fixing anatomical facts in the mind. The past 
history of anatomical teaching bears this out. To leave 
some part of the human body to be covered by demon- 
strations and lectures only can be fairly compared to any 
teaching of the common infectious diseases without access 
to clinical cases. This is not to underrate the value of 
demonstrations and lectures, but they should be accessory 
to and not substitutes for personal dissection. The fault 
appears to lie in the amount and the type of detail learnt 
by the student. I refer specifically to the detailed 
accounts of branchings of blood vessels, to the unending 
lists of relationships, and to the concentration on muscular 
attachments irrespective of the importance of the part 
clinically. All teachers of anatomy who view the subject 
in its relationship to clinical medicine are aware of this 
fallacy. Yet in spite of lectures and tutorial demonstra- 
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tions students inevitably return to the ‘‘ swotting’’ of 
these details, to the exclusion of the anatomical position 
and course of the main structures before them. The fault 
is not theirs. It is due to the stress laid on such points 
in anatomical textbooks, supposedly written for medical 
students, and particularly to the present methods of 
examination. It is a maxim that what is asked in the 
examination one year will be learnt by the students of 
the next year. 

With regard to the second cause—the unfortunate gap 
between the pre-clinical and clinical teaching—two points 
of weakness are evident. First, there is the lack of contact 
of the student in his pre-clinical years with clinical 
material illustrating anatomical and physiological facts. 
One example will suffice here. There is no better method 
of fixing in the mind of a student the distribution of the 
third cranial nerve than to see a case of oculomotor palsy, 
yet there is in the minds of many clinical teachers a feeling 
that no student should enter the hospital until he has 
completed his anatomical studies. Secondly there is the 
lack of good anatomical and physiological teaching in the 
first year of clinical studies. Anatomy and physiology 
form the finest foundation for the building of medical and 
surgical knowledge. From these basic sciences many of 
the phenomena of disease can be deduced logically. To 
ask the student to scrap this foundation, the result of two 
years’ hard work, and to begin learning lists of symptoms 
and signs, without any attempt to unravel the underlying 
anatomy and physiology which explain the phenomena, is 


surely an ill-chosen economy of time and energy. It is 
not surprising that the student looks back on _ his 


anatomical days as time which could have been better 
utilized. 

I venture to suggest that the solution to the problem is 
not that arrived at by some of your readers, but lies 
rather along two roads: a new outlook on anatomical 
teaching and examination, and a closer co-operation 
between the teachers in the clinical and pre-clinical sub- 
jects. The present teachers of anatomy in this country 
are for the most part in agreement in regard to the former, 
and great improvements have been made in this direction 
throughout the country. The new proposals of the General 
Medical Council have taken a big step in the second 
direction—namely, the bringing together of the pre-clinical 
and clinical years.—I am, etc., 

DonaL SHEEHAN. 


Anatomy Denartment, University of 
Manchester, June 26th. 


Urinary Complications in Prolonged 
Immobilization 


Str,—The letters of Messrs. R. J. B. McEwen (Journal, 
June 13th, p. 1234) and A. Cameron Armstrong (June 
20th, p. 1274) on the influence of prolonged immobiliza- 
tion on urinary tract infection and nephrolithiasis bring 
agiditional evidence of the potential effect of dorsal decu- 
bitus as a culpable factor. It is gratifying, though perhaps 
a little surprising, to learn that “‘ turning ’’ a patient once 
a fortnight suffices to prevent the formation of renal 
calculi. For many years it has been the practice at 
Princess Mary’s Hospital to turn patients in plaster shells 
into the ventral position once a month, but this procedure 
has not diminished the incidence of urinary tract complica- 
tions in the slightest. In fact, as I made clear in my 
article (Journal, June 6th, p. 1150), haematuria following 
turning is one of the commonest primary indications of 
stone formation in recumbent cases. I also stressed the 
fact that such cases often remain asymptomatic for a 
considerable time. Absence of symptoms is no proof of 
absence of disease: these cases have to be detected by 
deliberate investigation. So far as radiological investiga- 
tion is concerned, an x-ray examination of the spine is 


by no means always satisfactory for the PUrpose of 
radiology of the kidneys. The technique is, of Course 
different in the two cases. 2 

As Mr. Armstrong rightly says, the relationship between 
prolonged postural treatment and urinary tract complica. 
tions is no new subject, but it appears to be one which 
is worthier of more attention than is suggested by the 
scantiness of the available literature. In it one finds 
lamentably little reference to the considerable amount of 
research work which Mr. Armstrong states has beep 
carried out. On those of us who have the care of 
orthopaedic cases lies the onus of designing our treatment 
in such manner as will lessen the chances of urinary tract 
complications. The necessary measures would appear to 
lie within the province of our activities, involving ag 
they do little more than appreciation and application of 
elementary physiological and pathological knowledge — 
I am, etc., 


L. A. Key, 


Margate, June 23rd. 


Treatment of Tetanus 


Sir,—In his paper on ‘‘ The Treatment of Tetanus” 
(Journal, June 13th, p. 1191) Dr. Leslie Cole makes 
recommendations for the management of that condition, 
His paper, however, gives no information as to the 
results which he has obtained by the use of the methods 
he advocates. This omission is particularly unfortunate, 
since certain of his recommendations are regarded by 
other observers as deleterious, and indeed as dangerous, 
I allude to the treatment of the wound. 

Dr. Cole advises that on the occurrence of tetanic 
symptoms active surgical treatment should be given to 
the wound, with the removal of foreign bodies, evacuation 
of septic material, and the like. He recommends that 
this should be done after the lapse of at least one hour 
following the administration of antitoxin. There are 
good grounds for the belief that surgical intervention of 
this kind has the effect of breaking down the inflamma- 
tory barrier and thus of allowing the absorption of an 
additional dose of toxin. In the case of an extensive 
wound the results are likely to be fatal. There is on 
record much evidence of the extreme danger of inter- 
fering surgically with a tetanus-infected wound. 

In an earlier paper (Quart. Journ. Med., July, 1935) 
Dr. Cole narrated a series of twenty-one cases of tetanus 
in which the wound was treated by the active surgical 
methods which he advises. He mentions that all the 
cases with severe wounds terminated fatally. Reading 
his cases, I judge that five of the wounds might be 
classified as severe or extensive. They were presumably 
treated by means of active surgical intervention. All five 
died. It is clear that the precautionary interval of aa 
hour between the administration of scrum and the 
operation was quite ineffective. It is further to be 
noticed that the cases in which the wound was slight 
also showed a high mortality, the death rate of the 
entire series being 46 per cent. 

My experience in the war convinced me that patients 
with severe tetanus associated with extensive wounds 
may recover if treated by large doses of antitoxin, pre 
vided that no surgical interference with the surface of the 
wound is permitted. Two illustrative cases may be quoted. 

In one there was a shell wound of the buttock, and 4 
fragment of shell was palpable beneath the skin over the 
sacrum. In the other there was a septic wound of the thigh, 
with large muscular sloughs due to incisions for gas-gangrene 
at an earlier stage. Neither case had received a prophylacté 
dose of serum ; severe tetanic symptoms were present in both. 
Large doses of serum were given, but the only surgi 
treatment allowed was gentle irrigation of the wound. Both 
cases recovered. The incubation period was nine days in ome 
case and ten in the other. On the other hand, the tetas 
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ymptoms were severe In both cases, and the wounds of an 


tent unusual in civil life. If these cases had been treated 
ag cordance with Dr, Cole’s advice they would have been 
to extensive surgical operations. I can only 
ae the opinion that both would have died. In another 
of my cases septic compound fracture of both bones of the 
leg was associated with severe tetanus. The spasms disturbed 
the fragments and thus accentuated the sepsis, SO that it was 
clear that death would ensue unless something was done. 
Mr, H. F. Woolfenden amputated through the thigh. Anti- 
toxin was injected into the nerve trunks exposed in the 
stump. The patient recovered. Here the field of operation 
was well above the tetanus-infected area. I recorded the 
above cases, together with others, in the British Medical 
Journal (March 4th, 1916). 

My chief purpose in writing this letter is to inquire 
whether any of your readers have seen or heard of a case 
of severe tetanus associated with an extensive wound to 
which active surgery was employed and which ultimately 
recovered. If the results of this method of treatment are 
invariably fatal I suggest that it is time that it was 
abandoned, and that the old rule of non-interference with 
the wound of tetanus should be reinstated.—I am, etc., 


Sheffield, June 22nd. R. G. ABERCROMBIE, M.D. 


Drainage of the Maxillary Sinus 


.$ir,—Mr. Miller’s paper in your issue of June 27th 
(p. 1299) is of special interest to me because to the value 
of the cautery as a means of securing a smooth and air- 
patent antrostomy opening, to ensure permanent ventila- 
tion of the sinus, I can bear the testimony of its almost 
routine use, for ten years, with its previous occasional use 
for twenty. 

When carrying out researches on the “ ventilation of 
the accessory sinuses and its investigation by the oscillo- 
graph method ’’' I found that the failure to obtain a 
typical graph was due to closure, more or less, by soft 
tissue scarring. This often occurred even where the im- 
mediate post-operative opening had easily admitted the 
index finger and through which a half-inch rubber tube 
had been left in situ for three days, so that there could 
be no question of the reclosure being due to the return 
of displaced muco-periosteum not removed during opera- 
tion, of either aspect of the naso-antral wall. 

To re-establish ventilation I have always resorted to 
cauterization of the re-forming scar tissue diaphragm, and 
the edges of the opening, until they healed smoothly and 
a good typical graph was obtainable. In addition, I have 
found it an excellent plan to cauterize the anterior end 
and near part of the lower border, together with the corre- 
sponding portion of the outer aspect of the inferior turbin- 
ate, whether any of it had been removed during operation 
or not, as these parts have a great tendency to scar up 
with the anterior end of the antrostomy opening and 
cause occlusion. Where the antrostomy has been done 
under general anaesthesia, either intranasally or as part 
of the Caldwell-Luc method, I cauterize the nasal opening 
under cocaine and adrenaline ten to fourteen days later. 
If the antrostomy is done under local anaesthesia I finish 
with the cautery, but have not used it to begin with, as 
Tfecommended by Mr. Miller, though I hope to do so when 
an opportunity offers. A two-stage method would prob- 
ably be better ; first, cauterizing the end of the turbinate 
and the meatal antro-nasal wall, and when healed opening 
the antrum and finishing with the cautery. 

Lalso use the cautery to destroy antral polypi accessible 
through the antrostomy opening, cases of which have 
come under my observation occasionally, and have l':kewise 
found it more effective in preventing the recurrence of 
polypi in post-operative allergic cases, in the ethmoid 
Fegion, after their removal than by removal alone. 


1 
Journ. Laryngol. and Otol., May, 1932, and June, 1935. 


Mr. Miller postulates that given a “‘ sufficiently large 
opening well forward and down to the floor level of the 
inferior meatus,’’ the discharge will escape by gravity and 
cilia will function again (presumably through the antro- 
stomy opening). He apparently regards these desiderata 
as the underlying principles on which the success of sinus 
surgery depends. This view is scarcely tenable for the 
following reasons. 

The floor of the antrum in all fully developed sinuses 
is always at a lower level than that of the nasal floor, 
so that drainage by gravity here as elsewhere from & 
lower to a higher level is contrary to the laws of physics. 
If drainage by gravity is the object in view an opening 
far back and not “‘ well forward ’’ in the naso-antral wall 
should be the more effective—being lower. Some surgeons 
who do the Caldwell-Luc operation only favour the ‘‘ far 
back "’ opening, but in my opinion the site is immaterial 
so long as the antrostomy remains patent to free air 
currents from the nose. 

The normal antrum, with its ostium at the summit of 
the cavity, is not kept drained of its secretions by the 
forces of gravity. Negative and positive air pressure 
variations in phase with the movements of respiratory 
currents, plus the surface sweeping action of the cilia 
towards the ostium, are the chief factors concerned, and 
both are independent of gravity. 

Proetz has made the valuable observation that the cilia 
present in a diseased sinus still show activity if the 
diseased tissue is removed and examined, but he had not 
shown that they ever reverse the direction of their 
mobility, which is always towards the anatomical ostium. 
If, however, this ostium is restored to air patency, per- 
mitting the negative and positive pressure currents, the 
cilia will again function as before. There is no evidence 
to show that we can determine a reverse or acquired route 
of mobility by placing a surgical opening near the floor 
of the sinus. 

Lowndes Yates, who has carried out very instructive 
researches into ciliary function, lays emphasis on this 
non-reversal of ciliary movement as a possible explana- 
tion of some unsatisfactory results following antral surgery, 
where the natural ostium remains closed. To test this 
aspect of sinus ventilation I made experiments during the 
research previously referred to by placing pigmented par- 
ticles on the floor or wall of the post-operative antrum, 
and watched their movements through a large antrostomy 
opening. They escaped through the opening at a rate 
many times greater than that of ciliary movement, but 
varying with the rate of respiration, so that I concluded 
their transit was due to air currents, particularly those 
of inspiration. If the particles were liquefied one forced 
inspiration was sufficient to remove the coloured fluid. 
The same is true to a lesser degree if pigmented fluid is 
placed in a normal antrum.—I am, etc., 


London, W.1, June 29th. JouN F. O'MALLEY. 


Srr,—Mr. Arthur Miller, in his interesting article on 
the drainage of the maxillary sinus, in your issue of June 
27th, advises local, evipan, or chloroform anaesthesia for 
his operation. I would like to question the wisdom of 
administering chloroform, in cases where the nose has 
been plugged with adrenaline, as he suggests. Some years 
ago Goodman Levy pointed out the dangers of this pro- 
cedure, and Hewer, in his Recent Advances (p. 56), 
definitely regards its use as inadmissible. I think most 
anaesthetists will agree with this contention. 

I would venture to suggest that in cases where local 
or evipan anaesthesia is impossible some basal narcotic, 
such as avertin, followed by gas and oxygen given by 
the endotracheal route, is the sequence of choice. Pre- 
liminary cocainization of the larynx will help.—I am, etc., 

Guildford, June 29th. A. BARNSLEY, M.D., D.A. 
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Ophthalmoscopic Signs of Death 


Srr,—In the summary of their paper ‘‘ Ophthalmoscopic 
Signs of Death ’’ (Journal, June 20th, p. 1249) Drs. Ce 
Russell Salsbury and G. Spencer Melvin state: ‘‘ An 
ophthalmoscopic phenomenon is described, it is believed, 
for the first time.’’ May I point out that this is not so. 
I cannot recall where I first heard or read of this sign, 
but when house-surgeon at the Kent and Canterbury 
Hospital in 1924-5 I looked for this sign—fragmentation 
of the blood stream in the veins—in several cases, but 
failed to find it, probably because I was then inexperienced 
in ophthalmoscopy. 

R. Foster Moore, in his Medical Ophthalmology (second 
edition, 1925), describes this sign. He quotes Usher 
(Amer. Journ. Ophthalmol., 1924, vii, 522) as having also 
seen in the arteries visible streaming towards the disk 
before respiration ceased. On the other hand, Pines (Brit. 
Journ, Ophthalmol., 1931, xv, 512) found fragmentation 
of the blood in the vessels after fifteen to twenty minutes, 
but apparently no fragmentation of the moving stream, 
and ‘‘ never saw early bubbles of air in the veins.’’ 

It appears there is still some conflict as to what the 
fundus appearances at and shortly after death are, and 
it would be desirable for more extended observations to 
be made on this point. Obviously those resident in a 
hospital or institution would have the best opportunities 
to do this, but it is essential that they should be familiar 
with the normal appearances of the retinal vessels and 
their variations in disease. The suggestions of the authors 
as to the use of this sign as a guide to attempts at 
resuscitation seem to be of considerable value, and further 
work may lead to useful clinical results.—I am, etc., 


Cardiff. Tune 22nd. BERNARD GLUCK. 


Sir,—Since October, 1933, we have used ophthalmo- 
scopy clinically for the final diagnosis of death. It has 
now become routine among the house officers at Charing 
Cross. On the whole our findings have been similar to 
those of Drs. C. Russell Salsbury and G. Spencer Melvin, 
though on no occasion have we observed gross movement 
in the retinal veins as described by them. 

In a series of over thirty cases we came to the con- 
clusion that the moment of death corresponded with an 
almost instantaneous constriction of the retinal arteries, 
later followed by fragmentation of the column of blood 
in both arteries and veins. This fragmentation of the 
blood column as a rule first appeared in the region of 
the disk, causing the disappearance of the vessels at their 
origin before any other breaks were visible in the blood 
column. This change was soon followed by the appear- 
ance of further gaps in the continuity of the retinal vessels. 
Unfortunately in no case was the whole phenomenon 
observed continuously for more than one or two minutes 
at a time, though two or three observations, separated 
by about five minutes, were made in most cases. 

The next stage appeared to be the complete disappear- 
ance of the arteries and gross fragmentation of the blood 
column in the veins, causing them to take on the appear- 
ance of a seri. vf railway trucks.. In no case was any 
movement observed other than that resulting from the 
separation of a column of blood into two. 

In most of our cases the disappearance of the vessels 
as they crossed the disk was well marked one minute after 
death. The artery had completely emptied by the second 
or third minute, and several gaps had appeared in the 
venous column by this time. As a rule the complete 
picture was fully developed in five to ten minutes. As 
to the accuracy of the final diagnosis of death it may 
be of interest to recall the following three cases, two of 
which belong to this series. 


A man of 50, suffering from a very recent coronary throm- 
bosis, collapsed in bed and appeared dead (respiration ceased, 


no pulse was palpable, and nothing was heard during one 
minute’s auscultation over the heart) ; on the other hand 
the fundi appeared normal. A minute later he took four 
shallow breaths, passed a motion, and then lay still, Oph. 
thalmoscopy was performed in time to observe the contraction 
of the vessels crossing the disk. No further movement was 
observed in the patient. 

In a woman of over 80, dying of impetigo and eneral 
debility, small rustling sounds were heard by auscultation Over 
the heart for several minutes after she appeared to be dead, 
and for at least two minutes after well-marked beading of 
the retinal vein was observed. Ten to fifteen minutes befor 
the ophthalmoscopic examination the patient had been ob. 
served by the nursing staff to undergo a generalized fibrillary 
convulsion of all skeletal muscles. After that she lay perfectly 
still, and no pulse or respiration was detectable. Therefore, 
in our opinion, the convulsion marked the moment of death, 

The third case, which unfortunately was not examined 


,ophthalmoscopically after death, was one of Stokes-Adams 


syndrome ; a man of 48, who at the time of admission into 
hospital suffered from frequent attacks of syncope, often 
lasting thirty seconds. One of these attacks (apparently mor 
violent than the rest) occurred during an ophthalmoscopic 
examination. No abnormalities in the retina were observed, 
Thus in about thirty cases the ophthalmoscopic changes 
corresponded exactly with cessation of heart sounds on 
auscultation. In three cases where the data from oph- 
thalmoscopy conflicted with that from auscultation, sub. 
sequent events showed the data from ophthalmoscopy 
to be the more accurate.—We are, etc., 
GORDON ARTHUR RANSOME, M.R.C.P., 
Medical Registrar, Charing Cross Hospital. 
G. Jory Drxon, M.B., M.A., 
Assistant Medical Officer, St. Andrew's 


June 23rd. Hospital, Northampton. 


Mortality and Phthisis in Mental Hospitals 

Sir,—Dr. A. W. B. Livesay is in the steps of the late 
Dr. George M. Robertson, who proved the value of open 
air in the treatment of mental disease. Under his direc. 
tion in 1909 I made a tuberculin survey at the Royal 
Edinburgh Asylum. Nearly 75 per cent. of patients in 
West House, the department for parochial patients and 
private patients of the poorer classes, gave a positive 
cutaneous reaction. For ten years the phthisis death rate 
at West House had been four times greater than the 
general rate for Scotland. At Craig House, the depart 
ment for patients of the richer classes, the phthisis death 
rate was below that of the general population, and in 
fifteen years only one patient had died of tuberculosis. 
At Craig House there was space and air ; at West House 
relative overcrowding and bad ventilation. 

At West House I found so many cases of active tuber 
culosis that a colleague doubted the accuracy of my 
diagnosis, and I was not surprised when Dr, George 
Robertson informed me that he was asking Dr, R. W. 
Philip (now Sir Robert) to decide the dispute. As a tyro 
I was somewhat apprehensive. By a mischance I was 
not told when Dr. Philip was due to arrive at West House, 
where the cases were, but by an equal mischance he 
arrived at Craig House, where I was living. He drove 
me to West House, and having examined the first six 
disputed cases, remarked: ‘‘I understood there was 4 
dispute about early cases. These cases are advanced. 
No man need be an expert to know that.’’ ‘‘ Then what 
are we to do, Sir?’’ asked my colleague. ‘‘ Put a match 
to the place,’’ was the answer. 

A week later Dr. Philip offered me the coveted post of 
resident physician at the Royal Victoria Hospital. Sine 
then I had thought that fresh air was wafting through 
all the wards of mental hospitals, but seemingly there 
are windows and minds unopened yet—as in the days 
of yore. Dr. Livesay is right—aerotherapy needs a ne 
lease of life.-—I am, etc., 


London, W.8, June 29th. HALLIDAY SUTHERLAND, 
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Straight Urethral Bougies 

Sir,—There is an alternative to the use of straight 
metal pougies in small-bore, difficult strictures, as de- 
scribed by Mr. G. H. Edington in your last issue, which 
has greater advantages. After the passage of a filiform 

m-elastic guide (which is possible and easy in any but 
the extremely rare impassable stricture), bougies of 
similar composition and increasing size are, in turn, 
screwed on to the guide and passed. 

This well-known method is easy, and also safer than 
other methods, because not only does it not require the 
attempted passage of several instruments before passing 
the stricture, with resulting congestion, but, once the 
stricture has been passed by the filiform guide, the way 
in cannot be lost until as much dilatation as is thought 
desirable has been obtained. The trauma to the patient 
js minimal, while the universal applicability of the pro- 
cedure, and the very small space occupied by the instru- 
ments, make the method one which any practitioner can 
and ought to use, not only in the small, difficult strictures 
under present consideration.—I am, etc., 

MALcoLM 


The General Hospital, Birmingham, 
June 29th. 


Sir,—l fully endorse all that my old teacher Mr. 
Edington says about the value of straight metal bougies 
in difficult deep-seated urethral strictures. I have been 
using such a set for nearly twenty years, and purchased 
them from the Holborn Surgical Instrument Company, 
and I believe they bear the name of our old friend 
Wyndham Powell.—I am, etc., 


London, W.1, June 27th. M. W. Browpy. 


Histidine Treatment of Peptic Ulcer 


Sir,—In the recent papers and discussions on this 
subject very little has been said on the treatment of 
jejunal ulcer. As pointed out by Dr. Wingfield (Journal, 
June 6th, p. 1156), this ulcer in its aetiology closely 
resembles the experimental type in dogs, on which the 
first work was done. I have had one such case. 


A saucer-maker, aged 31, consulted me in November, 1931, 
when the diagnosis of peptic ulcer was made and supported 
radiologically. The patient had been treated elsewhere quite 
inadequately for this condition, and so surgical treatment 
was tried. On December 7th he was operated on at the 
North Staffordshire Royal Infirmary, a large pyloric ulcer 
found, and gastro-jejunostomy performed. For more than 
three years all went well, the patient working hard but 
carrying out the usual post-operative dietetic restrictions. On 
March 23rd, 1936, however, he consulted me again, complain- 
ing that he had recently had severe epigastric pain two 
hours after food and eased by more food, had vomited several 
times and was awakened at 2 o’clock every morning with 
pain. There were short remissions. 

He was seen by Mr. F. W. Duthie, who agreed with the 
provisional diagnosis of jejunal ulcer, and Dr. Kemp Harper 
reported as follows: ‘‘ After five hours a fleck of barium was 
seen high up in the jejunum, indicating the presence of an 
twenty-five consecutive days, and after the third injection 
the patient had no further symptoms. The injections caused 
a little local pain lasting about half an hour, but not inter- 
fering with work. He was then again x-rayed, when the 
teport (May 13th, 1936) concluded: ‘‘ On this occasion there 
Was no sign of jejunal ulcer.’’ Mr. Duthie made the sugges- 
tion that a maintenance dose of histidine be injected once a 
fortnight, and this is being carried out, so far with perfect 
clinical success. 


I happen to have also under treatment a case of oeso- 
Phageal ulcer (lower end) with achalasia (reported non- 
malignant on several occasions). This case was treated 
with histidine about a year ago and again recently, but 
quite unsuccessfully.—I am, etc., 


CORRESPONDENCE 


Stoke-on-Trent, June 19th. C. W. HEAtry. 
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Fever Cures 

Sir,—Hay fever inadvertently lends itself to the unjust 
appearance of medical advertising. When a _ doctor 
publishes an article in a medical journal on some method 
of treatment, such as zinc ionization or immunizing injec- 
tions, and claims from 90 to 100 per cent. of cures on the 
eve of the hay fever season, the lay press a few days later 
seizes upon the article, and brings out the sensationally 
good news for hay fever sufferers that Dr. So-and-so or 
some hospital can at last put an end to their suffering. 
This is most unfortunate for the doctor, who has difficulty 
in dealing with the crowd of patients that at once flocks 
to him for treatment. Any treatment for hay fever which 
is carried on until the beginning of July can claim a 
wonderful percentage of cures, because the trouble auto- 
matically ceases in the majority of cases at this time. 
One form of treatment was able to claim 100 per cent. of 
cures, but this entailed keeping the patient in a nursing 
home until the end of June! Although there are more 
satisfactory means of treating hay fever than by zinc 
ionization, in order to satisfy the craving of some patients 
I have employed this method in a considerable number of 
cases during the last few years, and in a few cases it 
certainly has given temporary relief by allaying the hyper- 
sensitiveness of the nasal mucous membrane ; but it is 
unscientific in principle, and cannot be expected to have 
any permanent effect. Consequently it is cruel of the lay 
press, for the sake of a bit of sensational news, to raise 
false hopes in the minds of the great multitude of hay 
fever victims. There is nothing new in the treatment, 
but, like the sea serpent, it crops up from time to time. 
In addition to the publicity given to zinc ionization by the 
lay press, makers of the ionizing plant have sent out 
reprints to medical men throughout the country of a 
doctor’s letter to a medical journal extolling the treat- 
ment. Consequently hundreds of men now use this treat- 
ment in addition to those who write to the medical 
journals on the subject. Not wishing to be numbered 
among these I should be glad if you would refrain from 
publishing my name.—I am, etc., 


June 27th. M.R.C:S. 


Srr,—It is interesting to see from time to time the 
revival of a comparatively old treatment for hay fever 
as something new, with considerable credit to the reviver. 
It happens with other treatments for other diseases. It is 
not that the treatment is not successful, but it is not 
a cure-all any more than other successful treatments 
for hay fever. There are so many factors in the causation 
of allergic conditions. Judging by the inaccuracies in 
the lay press one would think they had no medical 
correspondents on their staff.—I am, etc., 


London, W.1, June 27th. C. HAMBLEN THoMas. 


Nasal Obstruction in the Newborn 


Str,—Dr. Alan Moncrieff’s report of cases of nasal 
obstruction in the newborn (Journal, June 27th, p. 1295) 
includes two of congenital atresia of the posterior nares. 
This maldevelopment, happily rare, resembles that of the 
imperforate anus, hymen, and vagina. The third is on a 
different plane. The baby showed no sign of any abnor- 
mality till after five or six days, when the breathing 
became rapid and the child was cyanosed. Catheters 
were passed through the nostrils, the nasal airways opened 
up, and relief followed. The report adds: ‘‘ It seems 
probable that the actual cause of the trouble was slight 
rhinitis, although there had been no sneezing and no 
nasal discharge.”’ 

May I venture to suggest that it is more probable that 
if there had been sneezing the trouble would not have 
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occurred, as the baby was apparently a healthy, normal 
infant at birth. Since sneezing is the only means by 
which the newborn can rid itself of the dust and dirt 
which it starts inhaling with its very first breath, that 
act must be welcomed as a sign of power to initiate a 
cleansing flow and not as a symptom of infection. 


A case which illustrates this was a fine healthy infant 
brought to a welfare centre to be weighed, etc. It was 
noticed that there were specks of matter in the corners of the 
eyes. The mother explained that she was continually wiping 
it away, but that it collected again at once. The use of a 
suitable sternutatory was followed by a vigorous sneeze. 
When the head was then held face downwards the cleansing 
flow which had been set up brought with it some bright 
yellow pus. Nothing further was needed to restore normal 
conditions beyond instructing the mother how to avoid 
further risk to the sight. She had been taught to twist 
cotton-wool into the nostrils with the idea that she could 
in that way clear them. In her zeal she had corked up the 
openings and shut in the offending germs, and it had taken 
the sneeze to shoot out the occluding plugs of dirt and dried 
secretion. 

The instinct for all infants, like animals, to breathe 
through the nose, which was emphasized in the report, 
was strong enough in this case to keep the boy going 
till he had established the wrong channels to do the 
work.—I am, etc., 


London, W.1, June 27th. Octavia LEWIN. 


Ultra-short-wave Therapy in Urology 


Sir,—In the last two years I have treated all genito- 
urinary infections such as pyelitis, cystitis, and urethritis 
with ultra-short-wave diathermy in addition to the usual 
treatment with very outstanding success. The infections 
have cleared up in half the usual time, and pain has been 
relieved immediately. Haematuria of unknown origin or 
due to trigonitis, posterior urethritis, or prostatitis is 
rapidly stopped. The most important advance has been 
in the treatment of acute and chronic gonorrhoea. 

The recent commission set up in America on the ques- 
tion of gonorrhoea, its prevalence and treatment, makes 
one realize how little has been done in the last decade 
to stamp out a disease which is as rampant as tuberculosis 
was in the past. Until schools strengthen the morals of 
the future generation, and teach them the dangers of 
venereal disease, etc., gonorrhoea will continue its rampant 
course with gradual destruction of the procreative organs 
and the generation of a moral instability among mankind. 
I have noticed the following facts in the treatment of acute 
gonorrhoea with bi-weekly ultra-short-wave diathermy, in 
addition to the usual treatments: 

Discharge ceasing almost completely in ten to fourteen days ; 
painful micturition relieved after first treatment ; urine clear 
except for threads in about fourteen days ; complete preven- 
tion of all complications. Period of treatment reduced to 
about five or six weeks instead of a minimum of twelve to 
sixteen weeks by the ordinary methods ; patient discharged 
cured in about six or seven weeks after a rigid test of the 
urine, discharge (if any), and prostatic secretion. Chronic 
gonorrhoea takes longer to cure if vesiculitis is present. 

The apparatus used by me is made by Stanley Cox Ltd., 
Gerrard Street, W.1.—I am, etc., 


London, W.1, June 24th. Morton Wuitpy. 


Appeal for Memorial to H. P. Nelson 


Sir,—Surgery has been left the poorer by the death 
of H. P. Nelson, at a time when his high qualities and 
his hard work were about to receive their reward. 
In view of the widespread expressions of sympathy which 
have been received, both from his colleagues in the pro- 
fession and from the public, his friends feel that there 
are many who would wish to give this feeling practical 


form. The early career of a surgeon necessitates expendi. 
ture which leaves at first very little on the credit Side 
No expression of the general appreciation of his brayery 
and skill would be more valuable than the Provision of 
means for his widow and for the education which hg 
would have desired for his two children. 
Contributions should be made payable to the “ H, p 

Nelson Memorial Fund,’’ and sent to the address below, 
—We are, etc., 

HOoRDER. 

ARTHUR ELLIs. 

J. E. H. Roperts. 

W. GIRLING BALL. 

Victor W. Dix 

Francis C. Ro.es Secretaries 


The Dean’s Office, 
St. Bartholomew’s Hospital, 
London, E.C.1. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
The following candidates have passed in the examinations 
indicated : 

Materia Mepica aNnD PHarMacoLoGy.—J. C. G. Abraham, W, 
Alderson, J. M. Almond, J. S. Astbury, J. B. Atkins, W. p 
Brinton, R. T. Campbell, D. R. Cargill, C. R. Cone, D, L. Pp 
de Courcy, H. J. L. Dickinson, J. E. Duffield, E. S, Elliott, 
C. Exell, A. C. Grey, J. H. Lewis, R. H. Mole, J. L. Pinniger 
A. F. Smith, E. P. S. Snell, J. McD. Teasdale, R. T. Warren, 
L. L. Wytehead, A. L. Young, A. C. Kohn-Speyer, E. M. R 
McKee. 

PatHoLtocy.—B, A. N. Brown, P. S. Buckley, D. I. Crowther 
ug E. Duffield, F. G. Ethiraj, W. M. Gibson, J. C. Gillett, 0, L 
Green, A. C. Grey, N. J. S. Gurney, D. Jefferiss, J. Mason, R. H 
Mole, H. G. O. Owen-Smith, M. A. Partridge, F. R. P. Pepper 
I. B. Pirie, C. W. R. Rayne-Davis, I. F. Rose, D. A. F. Shaw, 
I. B. Snell, N. E. Stidolph, R. H. S. Thompson, P. de B. Turtle, 
C. M. F. Walters, D. Whitteridge, K. F. Wilsden, A. J. M. T 
Barnes, R. Billig, J. M. Sherring. 

Forensic MEpicineE aND Pusiic HeattH.—G. H. L. Bullmore, 
C. R. Cone, W. F. Dunham, J. B. M. Green, D. A. Ireland, 
P. R. W. Leigh, K. H. A. Marshall, A. T. M. Myres, ROW 
Parnell, J. McD. Teasdale, O. H. J. M. Telling, G. Theophilus, 
P. de Turtle, A. Young. 

MEDICINE, SURGERY, AND MipWirery.—D. R. Balcombe-Brown, 
D. S. Bateman, P. S. Buckley, D. L. Davies, A. W. Dawson. 
Grove, A. F. Foster-Carter, D. B. Fraser, W. E. Gibb, W. W. 
Gilford, D. Kendall, R. W. G. Lancashire, P. R. W. Leigh, P. W. 
Morse, A. D. Picton, H. Rees, H. M. Sinclair, O. Hija 
Telling, E. G. Tuckwell, B. B. Waddy, A. L. Watson. 

M.Cu.—H. J. B. Atkins. 


At the Encaenia on June 24th the honorary degree of D.&. 
was conferred on Protessor E. D. Adrian, M.D., F.RS, 
Fellow of Trinity College, Cambridge, and Foulerton Professor 
of the Royal Society. 

At a congregation held on June 25th the degree of Doctor 
of Medicine (D.M.) was conferred on H. D. Pavieére. 

The Master and Fellows of University College, upon the 
report of the Professor of Pharmacology, have awarded the 
Radcliffe Scholarship in Pharmacology to Robert Hereward 
Mole, Bible Clerk of Oriel College. 

The Professor of Anatomy has reported to the Vice 
Chancellor that he has awarded the Welsh prize for excellence 
in anatomical drawing to J. V. S. A. Davies of Oriel College. 


UNIVERSITY OF CAMBRIDGE 
The following candidates have been approved at the exam 
inations indicated: 

Tutrp M.B.—Part I (Surgery, Midwifery, and Gynaecology): 
G. H. Baines, J. M. Barnes, R. D. I. Beggs, K. E. Bond, A. L 
Cochrane, J. O. Collin, C. J. F. Coombs, J. D. Cooper, J. W. 
Crofton, J. E. A. David, L. C. de R. Epps, J. A. Falk, A. ¢ 
Fraser, D. G. Freshwater, C. A. Gibson-Hill, J. F. Goodall, 
I. C. A. D. P. Graham, E. B. Hacking, A. D. Hodges, L. R. Holt, 
C. S. Humphries, R. S. Hunt, T. E. Johnson, R. B. Leech, P. H. 
Lenton, D. G. Levis, O. C. Llovd, G. E. Loxton, A. M. McFarlaa, 
H. C. Maclaren, C. McNeil, K. M. Mayall, W. A. M. Miller, 
R. H. B. Mole, A. J. Moon, T. P. Myles, J. C. Newbold, A. ML 
Payne, W. L. Petter, E. H. Platts, S. J. R. Reynolds, K. W. B. 
Rostron, P. C. Rushton, H. Sirota, G. C. Smith, G. S. Steele 
Perkins, R. S. Stevens, W. J. J. Tavlor, R. D. Teare, H. A. 
Wallace, R. A. L. Wenger, P. J. Wenger-Byrne, J. Woodrow, 
G. F. Wright. Women: M. E. Barnard, E. P. Gretton-Watsot. 
Part II (Principles and Practice of Physic, Pathology, and 
Pharmacology): G. H. Baines, G. B. Barbour, J. M. Barné 
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— 


; G. A. Beckett, A G. Bellamy, R. G. 3ickford, A. -D. bD. 
Bi ‘hton, N. P. Brown, S. C. Buck, H. A. Burt, J. W. Crofton, 
avid, J. Diver, R. C. Droop, J. A. Falk, B. S. C. 
me. 1. G. Goldwater, J. F. Goodall, C. N. Gosse, H. A. 
“M. H. Harding, E. W. Hart, G. R. Hawkes, C. M. 

A. D. Hodges, A. L. Jackson, J. E. V. Jones, K. Kauntze, 
D D. ‘Keall, J. W. Landells, A. D. Ledward, D. G._ Levis, 


j lewbold, J. W. Parks, W. J. E. Phillips, G. C. L. Pile, 
4 J. R. Reynolds, O. N. Roussel, Ruffell 
Smith, R. S. Saxton, D. R. Seaton, G. C. Smith, R, Solley, 
R. H. A. Swain, J. F. L. Walley, D. J. Watterson, P. J. Wenger- 
Byrne, A. M. Weston, E. G. K. Williams, f. R. . Williams, 
H. T. H. Wilson, A. Winder, G. F. Wright. Women: E. ise 
Gretton-Watson, B. J. Travers, E. M. Wright. 


At a congregation held on June 23rd the following medical 
degrees were conferred : 

M.D.—H. J. Burrows, H. C. Stewart, C. L. Potts. 

M.B., B.Cuir.—W. H. Valentine, C. J. Gordon. 

M.B.—J. B. Tracey. 

B. Cuir.—C. E. Elliott, W. A. Briggs, *H. S. H. Gilmer, 


#W, T. Cooke. 
* By proxy. 


UNIVERSITY OF LONDON 
CENTENARY CELEBRATIONS 

The opening ceremony of the centenary week was held in the 
University buildings at South Kensington on the afternoon 
of Monday, June 29th. Guests were received by the Chan- 
cellor, the Earl of Athlone, at the head of the staircase, and 
afterwards assembled in the Great Hall, where the Vice- 
Chancellor, Mr. H. L. Eason, M.%., presented the delegates 
from sister universities and learned societies at home and 
abroad, many of whom handed congratulatory addresses to 
the Chancellor on reaching the dais. Nearly two hundred 
delegates attended: they included Sir Robert Bolam, M.D., 
Vice-Chancellor of the University of Durham ; Professor 
Thomas Sinclair, M.Ch., Pro-Chancellor, Queen’s University, 
Belfast; Professor D. F. Fraser-Harris, M.D., Dalhousie 
University, Halifax ; Sir James Barrett, M.D., Chancellor 
of the University of Melbourne ; Lieut.-Colonel Hugh Stott, 
M.D., head of the Department of Pathology, Lucknow Uni- 
versity ; Dr. R. Busuttil, Professor of Anatomy, Malta Uni- 
versity ; and Professor Kenelm H. Digby, F.R.C.S., Hong- 
Kong University. A number of the delegates from foreign 
universities and learned bodies were also medical men. The 
Royal College of Physicians of London was represented by 
Lord Dawson of Penn (President); the Royal College of 
Surgeons of England by Sir Holburt Waring (Past-Presi- 
dent) ; the Royal Society of Medicine by Dr. Robert Hutchison 
(President) ; and the British College of Obstetricians and 
Gynaecologists by Sir Ewen Maclean (President). The Public 
Orator next presented to the Chancellor a number of distin- 
guished men for degrees honoris causa, including Sir George 
Newman for the degree of LL.D. In the evening the cen- 
tenary dinner was held at Grosvenor House, when a message 
of congratulation from the King, as Visitor of the University, 
was read by the Chancellor, who presided. 

The Senate on June 17th awarded the Ph.D. in Bacteriology 
toM. G. Pradham (London Hospital Medical College). 


Lonpon INTER-COLLEGIATE SCHOLARSHIPS BOARD 


The following awards of medical entrance scholarships and 
exhibitions have been made on the results of the Board’s 
examinations : 

University College 

Bucknill Scholarship : Miss J. L. Chamberlain. Medical 
Scholarship: B. B. Milstein. First Medical Exhibition : 
R. D. M. Harkness. Second Medical Exhibition: E. M. 
Cheffins. 


King’s College 
Warneford Scholarship : H. O. Jones. Sambrooke Scholar- 
sup: F. A. Binks. 
King’s College Hospital Medical School 
Science Scholarship : R. A. Moic. 


London School of Medicine for Women 
- St. Dunstan’s Medical Exhibition: Elizabeth de Wit. 
A. M. Bird Entrance Scholarship: A. D. Wells. Mabel 
Sharman Crawford Scholarship : Helen Davidson. 
London Hospital Medical College 
Prize Scholarship ; L. Bernstein. 


St. George’s Hospital Medical School 
Medical Scholarship : B. P. Webber. 


Obituary 


H. P. NELSON, M.A., M.D., F.R.C.S. 


Assistant Surgeon to the London Hospital and to the 
Brompton Hospital 


Henry Philbrick Nelson died on June 24th at the early 
age of 34. He contracted a virulent streptococcal infec- 
tion of the left index finger during the course of his 
work, and in spite of the amputation at a later date of 
the arm above the elbow he developed a generalized 
streptococcal infection. 

Nelson was born in New Zealand and was educated at 
Harrow and Caius College, Cambridge. From Cambridge 
he passed on to St. Bartholomew’s, where he qualified 
M.R.C.S., L.R.C.P. in 1926. He took the M.B., B.Ch. 
in 1927, and the M.D.Cantab in 1933. In 1929 he was 
admitted F.R.C.S. At St. Bartholomew’s he was house- 
surgeon to Mr. McAdam 
Eccles, and later was ap- 
pointed Luther Holden Re- 
search Scholar at St. Bar- 
tholomew’s and _ surgical 
registrar to the Royal 
National Orthopaedic Hos- 
pital. He decided, how- 
ever, to devote himself to 
thoracic surgery, and served 
for a time as demonstrator 
of anatomy at St. Bartholo- 
mew’s, where he worked at 
the anatomy of the bronchi 
and of the tracheo-bronchial 
lymphatic glands. After some 
months at Queen Mary’s 
Hospital, Roehampton, where 
he saw a great deal of the 
surgery of the later stages of war wounds of the chest, 
he became the surgical scholar of the Association of 
Surgeons of Great Britain, an appointment which enabled 
him to go to the United States for a year, where he was 
made instructor in surgery in the thoracic surgical unat 
of Dr. John Alexander at Ann Arbor, Michigan. Later 
he visited many other thoracic surgeons in the United 
States and in Canada. On his return to England he 
became my chief assistant at St. Bartholomew’s Hospital 
for five years and clinical assistant at the Brompton Chest 
Hospital. In 1932 he held the Ernest Hart Memorial 
Scholarship of the B.M.A., and did a very valuable piece 
of work in postural drainage in bronchiectasis and lung 
abscess, the results of which were published in a paper 
in the British Medical Journal. In 1933 he was appointed 
assistant surgeon to the Brompton Hospital and a thoracic 
surgeon to the L.C.C., being put in charge of a special 
clinic at St. Andrew’s Hospital, Bow. In 1935 he was 
made surgeon to the Papworth Tuberculosis Colony, Cam- 
bridge and thoracic surgeon to the Metropolitan Hospital. 
In April, 1936, he became assistant surgeon to the London 
Hospital. He was also thoracic surgeon to the Brighton 
Borough Council and to the Middlesex County Council. 

Nelson was a man with an original mind, a great 
organizer, and a brilliant operator. Few men at the 
early age ot 34 have become so well known and have 
gone so far. In America he was regarded as by far the 
most brilliant of the younger men, and at the end of 
his time Dr. John Alexander wrote to the Association ol 
Surgeons that he regarded him as already one of the few 
really competent thoracic surgeons to be found in any 
country. At Papworth he threw himself whole-heartedly 
into the task of designing and equipping the new surgical 
building, and during the last year was already attracting 
a great volume of work there. His original work on the 
postural drainage of suppurative conditions of the lungs 
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is of the highest value, and has led to changes in treat- 
ment which will undoubtedly remain in use. 

I have been associated with him for some eight years, 
and found him a loyal and tireless worker, a man who 
was not merely a brilliant surgeon, but who followed his 
patients into their home lives, and who took endless 
trouble to see that arrangements were made for their 
well-being after they left hospital. Nelson married in 
1928 Miss Kathleen Sullivan, daughter of Mr. and Mrs. 
Alan Sullivan, and leaves two young daughters. His early 
death at the age of 34 leaves a gap among the younger 
men which will not readily be filled. 

J. E. H. Roserts. 


The Dean OF THE LONDON HospPITaL writes: 

While the tragic death of Mr. H. P. Nelson has naturally 
evoked universal expressions of sympathy, the true 
measure of the tragedy can only be fully realized by the 
members of his family and of his immediate circle, and 
by those who have worked with him at the hospitals with 
which he was connected—St. Bartholomew’s, the Bromp- 
ton, and the London. 

Although the tenure of his appointment at the London 
Hospital was so short—he only joined the staff four 
months ago—we feel that we cannot let the occasion pass 
without expressing our sense of the heavy loss we have 
sustained. Unfortunately, while all of us were appre- 
ciative of his great ability, energy, and force of character, 
none of us had had time to know him intimately. I 
myself only met him on two occasions, but my remem- 
brance of these is most vivid. The first occasion was 
when he called upon me as a candidate for the honorary 
staff: his easy manner, his frankness and modesty, his 
generous acknowledgement of the debt he owed in his 
anatomical work to Professor Woollard, at once won my 
confidence and regard. The second occasion, less than 
a month ago, was when we met at Whitechapel St. Mary’s 
Station and walked together to the hospital. The alert- 
ness of his step and the cheerfulness of his manner ex- 
pressed better than words could say the life he felt in 
every limb and the eagerness and enthusiasm with which 
he was entering on his morning’s work. 

And now all is over, and at an hour when the busy 
world was seeking repose his sorely tortured and’ brave 
spirit obtained its freedom, leaving us silent, mourning, 
and forlorn, conscious of being in the shadow of a great 


tragedy. 


Dr. Francis ROLES writes: 

My friendship with Nelson has had a most profound 
influence on my life. It started with a conversation over 
a dissection of the thorax in the waiting rooms at Cam- 
bridge. We arranged to dress on the same firm at 
St. Bartholomew’s, and his enthusiasm was so great 
that I myself became a keen surgeon for a time. For 
vears I have lived near his family and watched his skill 
in carpentry and in craftsmanship of all sorts. To his 
children he was a wizard who could ‘‘ mend anything.”’ 
His wife was the only person he would see, during his 
last illness, and all through their happy association she 
helped him with each decision which had to be made. I 
remember particularly the difficult period of life when 
he was battling with the Final Fellowship and had deter- 
mined to take up thoracic surgery. With a young family, 
no money, and few prospects, he overcame insuperable 
difficulties by sheer skill and tenacity of purpose. He 
determined, for instance, to visit the United States and 
to work with Dr. John Alexander. Offered an instructor- 
ship in surgery at Ann Arbor, he had to find the money 
to go. Alt! sugh he appeared to have little chance he 
applied to the Association of Surgeons for their annual 
scholarship. At the electoral meeting he was asked what 
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he would do if he was not appointed. ‘‘ Go steerage,” 
he replied promptly ; and he got his scholarship, Ig ever 
a man profited from a year’s experience, it was Nelsog 
in the course of his tour of the hospitals in the United 
States and Canada; and no one interested in thoracic 
surgery came over from the United States to this coun 
of recent years without visiting him. Of his Surgical 
skill others will testify. I have watched many of pj 
operations, and a better pair of hands I have yet to gee 
His work on postural drainage for the Ernest Hart 
Memorial Scholarship produced a practical method of 
treating intrabronchial suppuration to physicians ag wel] 
as to surgeons, and I can speak with personal experience 
of its efficacy. 

I want in this appreciation particularly to pay 4 
tribute to a tew of his personal qualities. Of these, 
,perhaps the most constantly displayed were his under. 
standing of other people and his readiness to help anyone 
out of a difficulty. His patients were his chief concer, 
and he never spared himself on their behalf. Many of 
them from all grades of society have during his ast 
illness expressed their gratitude and their feelings for 
him in no uncertain terms. Another clearly defined 
quality was his impatience of sham or pretence. But 
chiefly he will be remembered for his indomitable courage, 
His impetuosity had often earned him opposition, but 
he was never in the least dismayed. And no one who 
has been near him during the last month has any but 
the highest respect for his bravery. Operation after 
operation had to be performed. Hope was invariably 
succeeded by relapse. When his resistance was at its 
lowest, he had to be told that his arm was to be taken 
off forthwith. I saw no flinching as we walked with him 
to the theatre. When he recovered consciousness that 
evening he had to face the loss of his career and the end 
of his ambition. But he uttered no word of regret ; to 
his wife he said, “‘ It will have to be a different sort of 
struggle now, won't it? ’’ ; and they proceeded quietly 
to discuss ways and means. In spite of the suddenness 
of his accident, by the time he died all his affairs had 
been arranged, every paper and every possession was in 
its place. While all who had the care of him in his 
illness were glad to spare no effort, it is impossible to 
pass over the work of Miss Pugh, the ward sister, and of 
her nurses, which could not have been better done. 

With his death has certainly gone his chance of the 
enjoyment of success, but at the same time he has escaped 
the rust of deterioration. There is a strange parallelism 
between his career and that of his greatest friend, John 
Melly, at whose memorial service he spoke so movingly 
a short five weeks before his own. At first sight you 
see tragedy in these two figures—but look again and you 
will see the greatest of triumphs. 


Mr. H. B. SraLrarp writes: 

In the death of Tim Nelson we have lost a man whose 
directness of purpose, enthusiasm, transparent honesty, 
and inflexible courage in the face of any odds would 
have surely won him the highest places in our profession. 
To those of us who were privileged #e be his friends and 
contemporaries at Cambridge and St. Bartholomew's and 
elsewhere his character will remain ever green in ouf 
memories. As a student he stood out for his genuine 
-Keenness, his capacity for hard work, and a spirit that 
was never content to rest but had to be ever seeking and 
in action. In his early days this zeal sometimes inevit 
ably led him into difficulties, but his courage and origil- 
ality in such dark moments generally prevailed. While 
a resident house-surgeon and during the F.R.C.S. coutse 
at St. Bartholomew's I saw a great deal of him and 
became inspired by his method of working, his boundless 
energy, and his infectious enthusiasm for the task he had 
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in hand. It was evident at this time that he had a mind | the rough and tumble of practical everyday affairs that 


which rose above the narrow confines of examination 
requirements, and that he would achieve real professional 
success—that of having his opinion sought for and valued 
by his colleagues. All his dealings were characterized 
by a directness that was as invigorating to an opponent 
as toa friend. He possessed a sense of humour that was 
whimsical and refreshing. His loyalty to his principles 
and his friends was unswerving. His loss is irreparable. 


Sir PENDRILL VARRIER-JONES writes: 

It has been one of the principles of Papworth that each 
department should be built round a personality ; and the 
new surgical unit which it was decided to develop a year 
or so ago was no exception to the rule. In Henry Phil- 
prick Nelson we had just the outstanding personality to 
make a success of such an undertaking. To say he had 
enthusiasm is a mild way of describing his outlook on 
life. All was a great adventure ; and to be in the fore- 
front of an adventure was life to him. He had gone 
a long way in making his experience serve him as a 
basis of wisdom. He was no mere technician. Although 
suficiently expert in the art of surgery to have earned 
himself a growing reputation, this expertness was not the 
sole basis upon which he built up the wide and intelligent 
outlook on affairs which promised such great things in 
the future. He had great plans for the future ; and, 
building as he was upon the surest foundations, these plans 
would have matured and developed into a splendid edifice 
of achievement. To all with whom he came in contact 
he was a trusted friend and adviser. Trusted by every 
patient for whom his advice was sought, his personality 
invariably had a powerful effect upon the whole manage- 
ment of each case ; and friendship followed the implicit 
confidence which he inspired. 

To those of us who were his colleagues he was an 
excellent team worker. Although he might hold—and 
hold tenaciously—views differing at first from one’s own, 
his reasoning powers enabled him quickly to convince or 
be convinced ; and then he gave of his best in no uncertain 
fashion. Large-minded, generous-hearted, with nothing 
petty about him, it was a source of great pleasure to 
work with him. He threw himself heart and soul into 
the Papworth scheme. The surgical unit became his unit. 
What better tribute can one bestow? 


[The photograph reproduced is by Elliott and Fry, Ltd.] 


CLAUD WORTH, F.R.C.S. 

Consulting Surgeon, Royal London Ophthalmic Hospital 
We regret to have to announce the death on June 24th, 
at his home near Falmouth, of Mr. Claud Worth, the well- 
known ophthalmologist. He came of an old Lincolnshire 
family, and was a student at St. Bartholomew’s Hospital, 
whence he qualified as M.R.C.S., L.R.C.P. in 1893, obtain- 
ing the F.R.C.S. in 1898 before his appointment to the 
staff of Queen Mary's Hospital and of Moorfields. He 
practised in Harley Street until 1929, when he retired to 
Falmouth on account of failing health. For many years 
he was a member of the British Medical Association, and 
he served as honorary secretary of the Section of Oph- 
thalmology at the Liverpool meeting of 1912. He leaves 
a widow and one son, who is a Cambridge graduate and 
an engineer. 

Claud Worth (writes Mr. BrsHop HarRMAN) was one of 
those unusual men who make their mark in two distinct 
spheres of life. In his earlier days, before success had 
come to him, he gave little, if any, indication to his 
colleagues of the powers that were in him. He was some- 
what under middle height, slow and hesitant of speech, 
dapper, almost dandified in his dress, meticulous in pro- 
cedure, and he gave the impression of a remoteness from 


would seem to be certain to prevent his making any 
significant contribution to medical progress or human 
content. Yet he did a great work in the development of 
the systematic treatment of squint—one might almost say 
in initiating that treatment. For although some before 
him had conceived such possibility, experimented upon it, 
and given laborious days to the work, yet it was not 
until Worth had taken it in hand that there arose such 
interest as has led to the present-day formation of the 
orthoptic clinics, which are the recognized feature of so 
many eye hospitals and school treatment centres. Thirty 
or more years ago some of us were inclined to smile 
when we saw Worth shepherding a small flock of squinting 
children into a side room of the out-patient department 
of Moorfields. There, hour after hour, with laborious 
diligence he tried to persuade these restless imps to per- 
form feats of mental and ocular gymnastics which we felt 
sure they did not want to do and which they could not do. 
But Worth, with his gentle way, absence of fuss, quiet 
persistence, and even obstinacy, achieved the seemingly 
impossible. Out of that work came his book on the treat- 
ment of squint—a small book as bulk in paper goes, but 
large in its effects. It has gone through six editions, and 
is the basis of the many later books upon the subject 
of the orthoptic treatment of squint. Success did not 
change his gentleness and kindliness of character. Indeed 
he always gave something of the impression of diffidence, 
or even of withdrawal, which was in itself disarming to 
the most critical. 

The other side of Worth’s life was on the sea. As a 
boy he wanted to go into the Navy ; failing in that 
ambition he turned to the gentle craft of the longshore 
sailing boats, and later, in seemingly inadequate yachts, 
made deep-sea voyages which had an almost epic 
character. Again on this side of his life he did not show 
anything of the bold bluff foolhardiness of the storybook 
buccaneer. He gave to his pastime the same scrupulous 
care in the preparation of his gear, his navigation, and to 
his log-keeping as he did to his squint work. He wrote 
several books on his cruises, in which there were given 
records of his observations almost from the viewpoint of 
the bystander and without the least hint of the daring 
that they entailed. But his fellow sailors knew and 
recognized it, and made him vice-commodore of the 
Royal Cruising Club. 


WILLIAM BAIN, M.D., F.R.C.P., F.R.C.S. 


The announcement in the Times of June 24th of the death 
of William Bain would be read with deep regret by many 
of his former patients and colleagues both in Manchester 
and in Harrogate. 

Bain was educated at Thurso Academy, Edinburgh 
University, Owens College, Manchester, and St. Thomas’s 
Hospital. After qualifying in 1881 he held the post of 
senior resident medical officer at St. Mary’s Hospitals, 
Manchester, before starting in general practice in Heaton 
Chapel, where he remained for twelve years. He then 
read successfully for his M.R.C.P. and M.D. Durham, 
after which he came to Harrogate in 1898. He soon 
built up a busy spa practice, the demands of which he 
did not allow to interfere with research work, which he 
pursued to the end of his life and for which he had 
special aptitude. In 1904 he edited a Textbook of Medical 
Practice, and the following year published, with Dr. W. 
Edgecombe as joint author, Harrogate Waters, Baths, 
and Climate. It was his custom to go up to London 
in the winter and work in a physiological laboratory, and 
at various times he worked with Brodie and Halliburton. 
He was elected F.R.C.P.Lond. in 1912, and the same year 
was president of the Harrogate Medical Society. He had 
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joined the British Medical Association in 1883, and was 
chairman of the Harrogate Division shortly before the war. 

Among his most notable publications, other than those 
mentioned above, were the following: ‘‘ Action of Certain 
Drugs and Mineral Waters on the Composition and Secre- 
tion of Bile,’’ 1898 ; ‘‘ Action of Various Drugs and Diets 
on the Excretion of Nitrogen in Gout,’’ 1900 ; ‘‘ Pressor 
Bases of Normal Urine—Effect of Age, Diet, and High 
Blood Pressure on their Excretion,’’ 1914 ; ‘‘ An Experi- 
mental Contribution to the Treatment of Cholelithiasis ”’ 
(British Medical Journal, 1905) ; ‘‘ Panniculitis: its Signs 
and Treatment ”’ (British Medical Journal, 1925) ; ‘‘ Diag- 
nosis and Treatment of Subacute Cholecystitis ’’ (Lancet, 
1929) ; and finally, as recently as 1935, a book on ‘‘ The 
Pharmacological Action of the Harrogate Drinking 
Waters.’’ In concluding a brief preface to the last-named 
publication he wrote: 

‘“T hope the result of this monograph will encourage the 
authorities concerned to carry out a detailed examination of 
the seventy-odd springs with the object of finding out some 
additional therapeutic agents and thus adding to the medical 
resources of Harrogate. It would further tend to place the 
spa treatment of disease upon a more rational and scientific 
basis.”’ 

This last sentence summarizes an object for which 
Bain worked steadily over a period of close on forty 
years, as will be realized from the nature and dates of 
his published papers. His work entitles him to rank with 
the most worthy of British spa physicians, and it was 
typical of the man that when he gave up private practice 
in 1930 he retired to Cambridge, where Dixon afforded him 
opportunities to continue his research work, which he did 
with notable results. -He was succeeded in practice on 
his retirement to Cambridge by his elder son, C. W. 
Curtis Bain, M.C. G. H. 


The death took place on June 19th of Dr. EpiItH 
Cecity PueLtps, who for some years was the well-known 
honorary secretary of Tower Hamlets Division, London. 
The present progressive state of this Division of the 
B.M.A. in no small way stands as a criterion of her 
enthusiasm, energy, and originality (writes Dr, Cornelius 
Cotter). She was born on March 16th, 1880, the daughter 
of the Rev. E. R. and Mrs. Phelps of Shaftesbury. She 
was educated at home, and later went to Italy, returning 
to England to take up missionary work in Liverpool. 
In 1916 she decided to take up medicine as a profession, 
and studied at the Royal Free Hospital School of Medi- 
cine for Women, qualifying M.R.C.S., L.R.C.P. in 1922. 
She was then appointed to the Mildmay Mission in 
London, where she remained until she went to practise in 
Roman Road, Bow, where she remained until Christmas 
last, when illness enforced her retirement. While in 
practice Dr. Phelps was a district medical officer under 
the London County Council and medical officer to various 
clinics, and did medical work in conjunction with the 
Metropolitan Police. She was also a member of the 
special committee set up by the Medical Women’s Federa- 
tion to consider the subject of anaesthesia in childbirth 
and of the Anaesthetics in Midwifery Committee of the 
B.M.A. But her interests and activities were.not solely 
confined to medicine, for among other things she was 
interested in the housing problem. Acting privately with 
three or four friends to finance her, she bought several 
houses and turned them into model flats for working 
people.” Later they were taken over by the Bethnal 
Green Housing Association, and she served on this com- 
mittee. Typical of her courage, she decided to make a 
world cruise during her failure of health, for the sea and 
sailing were her great hobbies, and it is sad to think of 
her own sailing boat now lying listlessly at anchor in 
Southampton Water. The profession has lost a general 
practitioner who has more than proved her worth in her 
comparatively short medical career, and the Tower 
Hamlets Division of the B.M.A. a secretary whom its 
members both admired and cherished. 


Dr. Francis JAMES GRINDON died at his birthplace 
—Olney, Bucks—on June 20th at the age of 77, He 
was the fourth Dr. Grindon to practise at Olney, anq 
carried on his profession there for forty-eight years 
retiring from active work in 1929. His great-grandfather 
attended the poet Cowper, who lived at Olney and the 
neighbouring village of Weston from 1767 to 1795; anq 
both his grandfather and his father, Dr. G. H. Grindop 
practised for over fifty years. Francis Grindon was 
educated at Monkton Coombe School, and studied meg. 
cine at Charing Cross Hospital, obtaining the L.S.A, jp 
1880 and the M.R.C.S, a year later. After holding the 
posts of house-surgeon and resident obstetrical officer at 
Charing Cross he returned to Olney, and was for man 
years medical officer of No. 6 District and school medical 
officer and public vaccinator under the Newport Pagnell 
Union. He joined the British Medical Association at the 
beginning of 1885, and was chairman of the Northampton 
Division in 1926-7, 


Dr. WILLIAM JAMES RUTHERFURD, M.C., died at his 
home in Rochdale Road, Manchester, on June 26th, 
Dr. Rutherfurd was one of the best-known general prac- 
titioners in Manchester, where he had practised in a slum 
area since 1924. He graduated M.B., Ch.B. at Glasgow in 
1906, proceeding to the M.D. in 1909. After qualifying 
he was for some time on the resident staff of the Glasgow 
Western Infirmary, and-was later clinical assistant to 
the Ear, Nose, and Throat Hospital. During the war he 
served with the R.A.M.C. in France, and was awarded 
the Military Cross for bravery in rescuing wounded under 
fire. Since settling in Manchester he had been a member 
of the Manchester Medical and Pathological Societies, and 
took an active part in their work. He was keenly inter- 
ested in medical history, on which subject he published 
several papers prior to and after winning the history of 
medicine prize of the University of Glasgow in 1928, 
His death at the age of 52 will leave a gap in the ranks 
of Manchester medical men which will not easily be 
filled. 


We regret to announce the death on June 17th at the 
age of 69 of Harry ArHitt CrRUTTWELL, M.D. Dr, 
Cruttwell began his medical studies in Glasgow and 
qualified in 1892, obtaining the Brussels M.D. with dis- 
tinction in 1907. He spent most of his early life abroad, 
and was at one time commissioned to inquire into an 
outbreak of cholera at Teneriffe. On his return he 
practised for a short time at Hallaton in Leicestershire 
before settling in Bagshot, continuing his specialist work 
in tropical diseases in Harley Street. His lifelong hobby 
was genealogy, and he took a keen interest in archaeology 
and horticulture. Many patients and many friends will 
be the poorer for his passing. 


Dr. THomas Witson ArRD, who had been a member 
of the British Medical Association for forty years, died 
at Titian Road, Hove, on June 6th, at the age of 8. 
He was educated at Liverpool, Dublin, and London hos 
pitals, and was M.D. Durh., M.R.C.S., L.R.C.P., and 
L.A.H. Dublin. He was born in North Shields in 1851, 
and, after qualifying, practised at Poplar and afterwards 
at Wallington, where he remained forty years. Dr. Aird 
retired to Hove fourteen years ago. He was much inter- 
ested in mechanics and also in freemasonry. He had 
been Past Master of the Wallington Lodge. He leaves 
a widow and three sons. " 


The following well-known foreign medical men _ have 
recently died: Professor KarL Mayer, head of the neuro 
logical and psychiatric clinic at Innsbruck, aged 74 ; Dr. 
CHARLES Louis CHASSAIGNAC, professor of urology in the 
Tulane University School of Medicine, New Orleans ; Dr. 
Grovanni Nestt, for many years editor of Rivista Critica 
de Clinica Medica; and Dr. Arturo REpDoNDO 
CaRRANCEJA, formerly professor of clinical medicine at 
Madrid. 
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IN PARLIAMENT 


Medical Notes in Parliament 
[FROM OUR PARLIAMENTARY CORRESPONDENT ] 


The House of Commons completed its consideration of 
the Finance Bill this week. 

Mr. Ernest Brown expects to be able to lay before 
Parliament a draft of the new Unemployment Assistance 
Board Regulations on July 14th, with a view to their 
publication that evening. They will take effect in 
November. 

The Parliamentary Medical Committee met at the 
House of Commons on June 29th, Sir Francis Fremantle 
presiding. It considered a suggestion from the National 
Association for the Prevention of Tuberculosis that a 
channel of communication should be established between 
that association and Parliament, and agreed to consider, 
in the autumn, any representations from that association. 
On a letter from the British Medical Association about 
the appointment of coroners and the recent report on 
the law relating to coroners, the committee agreed to 
support strongly the principle that a coroner should 
have a medical qualification. The committee took note 
of the recent presidential address at the General Medical 
Council on Indian medical degrees, and also of a post- 
card lately issued to M.P.s by antivaccinationists, and 
of other material against vivisection also circulated to 
M.P.s. The committee discussed nutrition, agreeing on 
the importance of the subject and about the danger of 
exaggerated statements made for political purposes from 
either side of the House. 

Sir Kingsley Wood, on June 29th, received Sir Francis 
Fremantle, who made representations on behalf of the 
Midwives Institute about outstanding points in the Mid- 
wives Bill. 

The Conservative Party’s Health and Housing Com- 
mittee heard statements at the House of Commons, on 
June 24th, on the value of social centres in housing 
estates, and decided to ask Sir Kingsley Wood to further 
the provision of these. 

There was laid on the Table of the House of Commons, 
on June 29th, a scheme for increasing the demand for 
milk by its supply, at reduced prices, for consumption by 
children at centres within the area of the Scottish Milk 
Marketing Scheme. 

The National Health Insurance (Arrears) Regulations 
were laid on the Table of the House of Commons on 
June 26th. 

The House of Lords, on June 25th, took the Public 
Health Bill in committee and made amendments already 
proposed by the Joint Select Committee, whose report 
has been issued. The National Health Insurance Bill 
passed through report stage. The Shops (Sunday Trading 
Restrictions) Bill was read a second time. 


Malaria and Poverty 


Mr. MaTHERs, on June 24th, repeated a previous question 
in which he asked whether the Pan-African Conference Com- 
mittee on Malaria reported that the results of research could 
not be applied successfully and on an adequate scale unless 
the economic status of the bulk of the population of Africa 
was raised. Mr. Ormspy Gore replied that it was true that 
unless the purchasing power of the community could be raised 
it was impossible to raise taxation for the work necessary to 
clear up the swamps and the like which bred mosquitos. 
Mr. Mathers was wrong, however, to think that this Con- 
ference was of opinion that malaria was due to malnutrition 
or to other causes connected with poverty. Whether a person 
caught malaria depended on whether he was bitten by a 
Mosquito infected with the malaria parasite. The important 
thing was for all to realize the necessity of destroying the 
mosquitos. 


Mr. Tom Wiiams asked whether the poverty and mal- 
nutrition of the people of Ceylon were responsible for a 
terrible death rate as the result of the malaria epidemic in 
1934-5. Mr. OrmsBy-Gore said the primary need of Ceylon 
was an effective campaign against the malaria-bearing 
mosquito. He agreed that the nutrition of a large number 
of people in Ceylon was unsatisfactory because they preferred 
imported husked rice. Steps had been taken to increase the 
average of locally grown rice, which was more nutritious. 


Medicine Stamp Duty: A Select Committee 


Mr. NEVILLE CHAMBERLAIN, replying on June 25th to Sir 
Arnold Wilson, said the Medicine Stamp Duty was governed 
by a series of statutes considerably more than a century old. 
These Acts were in many respects out of date and unsuited 
to present-day conditions, and produced a number of anomalies 
which made the administration of the duty extremely difficult. 
He had come to the conclusion that the tax needed recon- 
struction, but a number of conflicting interests were con- 
cerned, and the most appropriate course would be for the 
matter to be considered by a Select Committee of the House 
of Commons. He proposed, therefore, to move for the ap- 
pointment of a Select Committee to examine the law as it 
at present stood and to recommend what changes appeared 
to be desirable. 

Sir ARTHUR MicHaEL SamMuet asked whether legal evasion 


. had been effectively used for some time against this duty. 


Mr. CHAMBERLAIN did not reply. 


Nutrition of Children.—Answering Mr. Lovat-Fraser, on 
June 26th, Sir Goprrey Coriins said he had read the 
presidential address at the annual general meeting of the 
Educational Institute of Scotland and had noted the demand 
put forward for the appointment of a strong and repre- 
sentative national committee to explore the whole subject 
of malnutrition of children. The Advisory Committee on 
Nutrition, which was appointed last year by the Minister of 
Health and himself, was reviewing all questions relating to 
nutrition, and he saw no necessity for setting up a further 
committee. 


Deaths of Asbestos Workers in Barking.—Mr. THORNE 
asked the Home Secretary, on June 29th, if he was aware 
that a number of deaths had occurred of employees of the 
Cape Asbestos Works, Barking, through inhaling asbestos 
dust, and that at an inquest at Walthamstow, on June 15th, 
it was proved that the deceased left the firm six years ago ; 
and whether, as the present regulations did not cover workers 
employed in the warehouses, etc., the Government had any 
intention in altering the present regulations to cover all 
workers employed in this dangerous trade. Mr. Lioyp said 
it appeared from the evidence at the inquest that out of the 
nine years during which the deceased man was employed at 
these works he was employed for at least the last seven years 
in a department to which the regulations now in force applied. 
There was no reason to suppose that his previous employ- 
ment as a packer was in any way responsible for his con- 
tracting the disease, and that no case existed at present 
for any extension of the regulations. 


Hospitals and Flag Day Restrictions —On June 29th Mr. 
SuTcLIFFE asked the Home Secretary if he could make a 
statement about the investigation now proceeding into the 
number of flag days held each year ; and whether he would 
give an assurance that the voluntary hospitals would not be 
prejudicially affected by any new regulations which might 
be issued. Mr. Lioyp said he presumed the question referred 
to a development foreshadowed in the report for 1935 of the 
Advisory Committee, which advised the Commissioner of 
Police of the Metropolis in regard to the grant of permission 
for flag days in the Metropolitan Police District. Discussions 
had been taking place between the committee and various 
charitable interests to secure a reduction in the number of 
flag days by arrangements for kindred charities to make com- 
bined appeals to the public. No change in the regulations 
was contemplated, and the new arrangements had still to be 
completed, but the Commissioner saw no reason to fear that 
the hospitals would suffer. 


Milk for Expectant Mothers in Special Areas.—Colonel 
MurrHEaD stated, on June 25th, that the Commissioner for 
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MEDICO-LEGAL: WEIL’S DISEASE 


Special Areas was anxious to assist a scheme for supplying 
milk to expectant mothers, but satisfactory arrangements had 
not been completed with the organizations concerned in the 
supply and distribution of milk. 

Variations in Feeding Costs at Children’s Homes.—In a 
reply to Mr. A. Barnes on June 25th, Sir KrncsLEy Woop 
said the Public Assistance Order, 1930, required local autho- 
rities to prescribe dietaries for the children in homes main- 
tained by them. These dietaries did not need the Minister’s 
sanction, but specimen dietaries for children’s homes were 
included in a report by the Advisory Committee on Nutrition, 
which was circulated to local authorities in 1932. Differences 
in the cost of feeding could be accounted for to some extent 
by the size of the home and the proportion of occupied to 
unoccupied beds. Special inquiries were being made into wide 
divergencies from the average cost. 

Tuberculosis Deaths in Durham.—Mr. J. R. Lesvie asked, 
on June 25th, whether the Minister of Health knew of the 
increased death rate from tuberculosis of women in Durham 
and Northumberland, and would institute an inquiry into 
the cause or causes of this increase from 124 to 152 per 
100,000. Sir Kincstey Woop said he could not identify the 
death rates quoted. The death rate of females from all forms 
of tuberculosis per 100,000 of the female population in 
Durham and Northumberland was 90.5 in 1934 and 82.8 in 
1935. The decline had been continuous during the past five 
years. 


Medico-Legal 


WEIL’S DISEASE CONTRACTED DURING EMPLOY- 
MENT: WORKMEN’S COMPENSATION CASE 


At the Clerkenwell County Court on June 29th His Honour 
Judge Konstam heard the case of Stiles v. John Mowlem and 
Co., in which a widow, on behalf of herself and her children, 
claimed compensation in respect of the death of her husband, 
who met with a slight accident while working in a sewer, 
contracted Weil’s disease, and died. Compensation, if found 
to be payable, had been agreed at £435 6s., but the respon- 
dents argued that the deceased did not meet with an accident 
arising out of his employment, that notice of the accident was 
not given to them, and that death was not the result of the 
alleged accident. 

Mr. Shakespeare, counsel for the applicant, said that Stiles 
was a labourer engaged in cleaning sewers. In the early part 
of last August he abraded his knuckles while using a chisel 
in the sewer; for a few days nothing was thought of the 
injury, but he became ill, stopped work towards the end of 
August, was seen by a doctor, and as the result of a blood 
test was admitted to the Hospital for Tropical Diseases, and 
died there on September I1th. 


Medical Evidence 

Dr. Hamilton Fairley, assistant physician to the Hospital 
for Tropical Diseases, said that organisms of Weil’s disease 
were isolated from the patient’s blood ; guinea-pigs were 
inoculated with the blood, and contracted the disease. He 
noticed abrasions on the fingers and back of the hand. There 
was a considerable loss of epithelium between the first and 
second digits. Asked what was the period of incubation in 
Weil’s disease, he said that on the average it was about ten 
days, but it might be anything from four to twenty-one days. 
He agreed, on cross-examination, that the disease did not 
always prove fatal. There were various estimates of the 
mortality. The figure 10 per cent. had been mentioned in 
Dutch cases, but it would appear to be higher in this country, 
perhaps np to 40 per cent., but the series was too small for 
definite conclusions. He added that it was a disease to which 
men who worked in sewers among the slimes were specially 
subject, though it was prevalent in a number of other occupa- 
tions, notably people engaged in eviscerating fish, where the 
offal attracted rats. It could be contracted through infected 
water, and perhaps by eating infected food, but it was defi- 
nitely related to occupations which brought people into 
contact with rats. There was a form of serum treatment, and 
he agreed that if people were given this treatment at the 
earliest possible date there would be a reduction of the 


mortality. 


Other evidence was called with regard to the date at which 
notice of the man’s illness was given to the representatives of 
the employers. The man’s ganger stated that the injury was 
remarked on by him a week or tén days after it had occurred 
and he immediately reported it to the foreman. The only 
written evidence of such a report from this man, however 
was a letter written a month later in which he reported the 
death of Stiles. 

Mr. Shakespeare, in a speech for the applicant, said that as 
the law stood, if a man injured his hand while at work, and 
afterwards it became infected, it did not matter where it 
became infected, he was entitled to compensation. On the 
other hand, if a man sustained his injury while away from 
work, and contracted the disease at his work, he was similarly 
entitled. The evidence as to the kind of work the man was 
doing and the medical evidence with regard to the infection 
made it abundantly clear that both injury and _ infection 
occurred in the course of his employment. As to the time at 
which notice should be given, it was held by the Court of 
Appeal in 1926, in the case of Albison v. Newroyd Mill Ltd., 
that the time when the notice must be given was when the 
workman realized that he had suffered an injury entitling him 
to compensation. It would be absurd to argue that the man 
should report every trifling scratch. In this case the injury 
was reported to his ganger—or the ganger noticed the injury 
and testified that he reported it to his foreman—about a week 
or ten days afterwards, when the hand was evidently getting 
worse. 

Mr. Richards, counsel for the respondents, who called no 
evidence, said that the only written notice given to the 
foreman was given the day after the man died. In the 
absence of such notice the employers had been prejudiced. 
Dr. Fairley had said that if treatment were taken in hand 
early there was a much better chance of cure, 

His Honour: He was more guarded than that. What he 
actually said was: ‘‘ There is reason to believe there 
would be a better chance of success ’’—not a very strong 
opinion. He also said that the treatment is not much 
practised in this country. 

Mr. Richards said that had the disease been notified at once 
it might be that the man’s life would have been saved. Even 
if some disinfectant had been used and the wound wrapped up 
the chances against a fatal result would have been materially 
increased. But the employers had no opportunity of taking 
these precautions. 


Judgement for the Applicant 

His Honour, in giving judgement for the applicant for the 
agreed sum, said that there was no doubt whatever that the 
man died from having hurt his fingers with the chisel, the 
wound becoming infected with Weil’s disease. The facts 
pointed strongly to the infection as well as the injury having 
taken place in the sewer. As to notice, which was the crucial 
question in the case, there was very uncertain evidence of any 
report by the ganger to the foreman before the day of the 
man’s death ; on the other hand, the letter then written by 
the ganger bore out what he had stated in the box as to 
noticing the injury about ten days after, according to the 
deceased’s story, it had occurred. He thought this conversa- 
tion as to the injury did take place on August 12th, and thus 
the employers, through their representative, were given notice 
of the accident. The question then arose whether notice wes 
given ‘‘as soon as practicable after the accident,’ and 
whether, if not, the employers were prejudiced in their defence. 
It seemed to him that during the week or ten days after the 
accident the abrasions might well have been so slight that the 
idea of disablement, still less of death, would not occur either 
to the man himself or to any of his fellows. He gathered from 
Dr. Fairley that Weil’s disease had not been much observed im 
this country ; certainly a workman could not be expected to 
know of it, and there was nothing unreasonable in allowing 4 
period of ten days to elapse before attention was called to the 
injury. It was true that if serum treatment were given at 
the earliest possible date there would be a better chance of 
cure ; but Dr. Fairley had stated that this treatment had not 
been adequately tried in England. In view of that fact he 
found it difficult to say that there would have been a bettet 
chance of this man’s recovery had his condition been recog 
nized earlier. On these grounds he awarded the applicant 
the amount agreed. 
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The Services 


DEATHS IN THE SERVICES 

Lieut-Colonel Lloyd Brereton Ward, R.A.M.C. (ret.), died 
on February 4th. He was born at Westbury, Wilts, on 
March 31st, 1850, was educated at St. George's, and took 
the L.R.C.S.Ed. in 1873 and the M.R.C.S. in 1874. 
Entering the Army as surgeon on March 3lst, 1874, he 
became surgeon lieutenant-colonel after twenty years’ service, 
and retired on August 26th, 1896. After retirement he was 
employed at Wrexnam, from October, 1896, to September, 
1904, and at Coventry, from October, 1905, to August, 1910. 
He served in the Afghan War of 1878-9, was present at the 
capture of Ali Musjid, was mentioned in dispatches, and 
received the medal with a clasp. 


Colonel Norman Faichnie, late R.A.M.C., died at Gatsoma, 
Southern Rhodesia, on April 12th, aged 69. He was born at 
Rawal Pindi on May Sth, 1866. Educated in the Newcastle- 
on-Tyne School of Medicine and University College, London, 
he graduated M.B. and B.S. of Durham in 1889, _ subse- 
quently taking the D.P.H. of the London Colleges in 1904, 
and the D.T.M. of Liverpool in 1906. Entering the Army 
as surgeon captain on July 28th, 1891, after filling the 
post of second assistant medical officer at the Marylebone 
Infirmary, he attained the rank of colonel on August 28th, 
1918, and retired on November 21st, 1919. He served in the 
South African War from 1899 to 1902, when he took part in 
the relief of Ladysmith, including the actions of Colenso, 
Tugela Heights, and Pieter’s Hill, was mentioned in dispatches 
in the London Gazette of February 8th and April 16th, 1901, 
and received the Queen’s medal with five clasps and the 
King’s medal with two clasps ; in the Mohmand campaign of 
1908, on the North-West Frontier of India (medal with clasp) ; 
and in the war of 1914-18. 


Medical News 


Dr. N. Corbet Fletcher has been appointed surgeon-in- 
chief of the St. John Ambulance Brigade. His promo- 
tion took place on June 24th (St. John’s Day). 

Mr. A. G. Timbrell Fisher, M.C., F.R.C.S., has been 
elected a Corresponding Member of the American 
Academy of Orthopaedic Surgeons. 


The St. Cyres Lecture for 1936 of the National Hospital 
for Diseases of the Heart will be delivered by Dr. B. T. 
Parsons-Smith at the Royal Society of Medicine on 
Wednesday, July 8th, at 5 p.m., on the subject of 
“Cardiac Failure.’’ Members of the medical profession 
are invited to attend. 


The introductory address to the Middlesex Hospital 
Medical School will be given by Dr. George E. S. Ward 
at the Queen’s Hall, Langham Place, on Tuesday, July 
2st, at 3 p.m., after which the prizes gained during the 
academic year will be distributed by the Duke of 
Northumberland, president of the hospital. The wards, 
medical school, and research departments, and_ the 
Nurses’ Home will be opened for inspection. Tea at 4.30 
in the Board Room and in the Students’ Restaurant. 


The Anti-Noise League (66, Victoria Street, S.W.1) 
has arranged a ‘‘ Quiet’’ Luncheon on Tuesday, July 
14th, at the Florence Restaurant, Rupert Street, W., 
with the President, Lord Horder, in the chair. Luncheon 
(price 5s.) begins at 12.45 for 1 p.m., and ends at about 
2.15 p.m. 


Particulars about the post-graduate course to be held 
in Karlsbad on September 6th to 12th may be obtained 
from Dr. Edgar Ganz, Karlsbad, Czechoslovakia. 

A Congress for Psychotherapy, organized by the Swiss 
Society for Psychiatry, will be held on July 19th at Basle, 
when the following papers will be read: ‘‘ The Funda- 
mental Principles of Psycho-analysis,’’ by Dr. de 
Saussure ; ‘‘ The Principles of Analytical Psychology,”’ 
by Dr. C. A. Meyer ; ‘‘ The Significance of Individual 
Psychology for Psychotherapeutic Practice,’’ by Dr. E. 
Jung; and ‘‘ Human Existence in Psychotherapy,’’ by 
Dr. Bally of Zurich. 


Founder’s Day will be celebrated at Epsom College on 
Saturday, July 25th. Service in chapel at noon ; assault- 
at-arms at 2.15 p.m. ; presentation of prizes by Commander 
A. R. J. Southby, M.P., at 3.30 p.m. ; tea on cricket ground 
at 4.30 p.m. during second day of match between the 
College and the Old Boys ; performance of Jolanthe by the 
Choral Society at 8 p.m. 

The ninth International Dental Congress will be held 
in Vienna from August 2nd to 8th, under the presidency 
of Dr. Hans Pichler. The official languages will be 
German, English, French, Spanish, and Italian. Further 
information can be obtained from Mr. A. E. Rowlett, 
165, London Road, Leicester. 


Following the Franco-Italian Congress held at Nice last 
April the editors of Riforma Medica and Paris Médical 
decided to publish simultaneously on June 13th an issue 
of Riforma Medica containing articles by French writers 
and one of Paris Medical by Italian writers. 


The following German congresses will be held in July 
by various societies: psychology, July 5th to 8th, at 
Jena ; ophthalmology, July 6th to 8th, at Heidelberg ; 
paediatrics, July 22nd to 24th, at Wiirzburg ; protection 
of iniants and young children, July 25th, at Wiirzburg ; 
diseases of digestion and metabolism, July 27th and 28th, 
at Berlin. 


The Lord Mayor of London will preside at the opening 
ceremony of the third Internaticnal Conference on Social 
Work at the Guildhall on July 13th, and among the 
delegates whom he will welcome are Miss Katharine 
Lenroot, chief of the Children’s Bureau of the United 
States, Dr. Hilgenfeldt, head of the official organization 
for winter relief in Germany, Dr. Alice Mazaryk, president 
of the Czechoslovak Red Cross, and the Danish Minister 
of Social Affairs. The closing ceremony on July 17th 
at Bedford College will be attended by the Duke of Kent. 
Like the first and second international conferences on social 
work, held respectively in Paris and Frankfurt, this con- 
ference wiil give an opportunity for representatives from 
all countries where modern social services exist to meet 
and to discuss their problems and methods of work. The 
general subject of the conference is ‘‘ Social Work and the 
Community.’” The international headquarters are at 
Le Play House, 35, Gordon Square, London, W.C.1. 
The secretary of the British National Committee is Mr. 
B. E. Astbury of the Charity Organization Society, 
Denison House, Vauxhall Bridge Road, S.W.1. 


The eighteenth annual meeting of the Mental Hospitals 
Association will be held in the Council Chamber of the 
Guildhall, London, on Wednesday, July 8th, at 11 a.m. 


Many foreign societies have been invited to participate 
in the fifth meeting of the German Society for Speech 
and Voice Treatment, to be held on August 20th to 22nd 
in the Langenbeck-Wirchow House in Berlin. 


Dr. I. G. Briggs (Inner Temple), Dr. G. S. Gardner 
(Middle Temple), and Dr. Kathleen Kitchin (Gray’s Inn) 
were called to the Bar on June 24th. 


The King, on the recommendation of the Lord Chan- 
cellor, has approved the appointment of Mr. Cyril F. 
Penton, M.A., barrister-at-law, as a Senior Commissioner 
of the Board of Control in the place of Mr. S. J. Fraser 
Macleod, K.C., who has retired from the service. 


The King has granted his Patronage to Westminster 
Hospital, of which, as Prince of Wales, he was President 
for 21 years. 


A prize of 10,000 dollars, to be awarded every seven 
years, has been founded by the American Academy of 
Arts and Sciences for the best work on the treatment of 
diseases of the genital organs. The prize will be awarded 
the first time in 1940. Further information can be 
obtained from the Academy, 28, Newburg Street, Boston, 
USA. 


A museum illustrating the injuries caused by electricity 
has been attached to the General Hospital at Vienna, 
under the direction of Professor Stephen Jellinek. 

A Rumanian society of orthopaedics has recently been 
founded at Cluj under the presidency of Dr. A. Radulescu, 
the head of the Cluj Orthopaedic Hospital. 
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Letters, Notes, and Answers 


All communications in reg:rd to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authors desiring REVRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS if reprints are required, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER ©! the British Medical Association and 
the British Medical Journal is EUSTON 2111 (internal exchange, 
five lines). 

The TELEGRAPHIC ADDRESSES are 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London, 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is’ 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh ; _ tele- 
phone: 24361 Kdinbzrgh), and of the Office of the Irish Free 
State Medical Union (1.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone: 62550 Dublin). 


QUERIES AND ANSWERS 


Palliative for Hay Fever 

Dr. F. A. Unwin (King’s Lynn) writes in reply to ‘‘ M.B., 
Ch.B.”’ (June 20th, p. 1283): I have found the following of 
use: for the conjunctival itching, collosol zinc (Crookes’s) 
—that is, colloidal zinc hydroxide, 1 in 2,000—two or three 
drops instilled into the conjunctival sac four-hourly ; for 
the rhinorrhoea, plugging the nostrils for a quarter of an 
hour each morning with cotton-wool soaked in adrephine 
and following this up during the day with ephedrine jelly. 


Dr. Mary E. Ormssy (London, W.) writes: I have found 


the following palliative measures very useful, both locally 
and for constitutional symptoms. (1) Subcutaneous injec- 
tions of calcium (colloidal calcium with vitamin A) given 
three times weekly just prior to and during hay fever season. 
(2) Local application of camphorated vaseline to allay irrita- 
tion and shield against the absorption of pollen; or 
mentholated vaseline if the nose is blocked and_ sinuses 
affected ; and plain white vaseline to the eyelids and tear- 
duct orifice. (3) Small doses of alkalis. (4) Plenty of 
fluid to drink, with small additions of salt to the diet, if 
sweating is excessive. (5) Tonic to counteract debility. 
‘‘ A FreLLowW SUFFERER’’ writes: I should advise ‘‘ M.B., 
Ch.B.’’ to try lemon juice diluted with an equal quantity 
of warm water locally in the nose three or four times a dav, 
as described in Reddie Mallett’s book Nature’s Way. It 
appears to give me more relief than any other treatment 
I have tried. 
‘““T. L. P.’”’ also writes: A trial might be given to ‘‘ pheno- 
laine ’’ drops for the conjunctiva in hay fever, and ‘‘vapex’’ 
or other volatile rather than liquid application for the 
rhinorrhoea. Both have given some relief jn cases of 
extreme sensitivity. 


Nail-biting. 


‘*M. D. A.’’ writes in reply to ‘“‘ Pater ’’ (Journal, June 27th, 


p- 1932): May I recommend, as a cure for nail-biting, the 
regular and long-continued application of olive oil to the 
finger-tips night and morning. The softening of the nails 
and surrounding tissues seems to reduce the unconscious 
desire to bite the nails. I owe this suggestion to Dr. Susan 
Isaacs, writing in the Nursery World, and I found it 
effective in a few weeks in a child of 5. 


Dr. A. E. CutsHorm (Dundee) writes: If the little girl in 


question be presented with a small manicure set she will 
take pride in it, and, incidentally, in the appearance of her 
nails. The idea is, I think, quite worth a trial. 


LETTERS, NOTES, AND ANSWERS 


Mepicat Journay 


— 


—— 


“ Clicking’ Temporo-mandibular Joint . 

“D. C.”’ writes: I should be grateful for any advice as ¢ 
causation and treatment of “‘ clicking ’’ of the right te “ 
poro-mandibular joint—onset (for the first time) par 
the last month of pregnancy. Is the pregnancy like] . 
influence the condition, and, if so, may a natura] po 
tion be expected? 


Income Tax 
First Two Years of New Practice 
J.’’ purchased a practice from a widow as from May, 1934 
He is being assessed to income tax for 1934-5 and 1935-6 
on the basis of the profits of his first year. 

‘* That is the statutory basis. Where a practice has 
completely changed hands the previous year’s basis no 
longer applies, and income tax for the part of the first 
financial year concerned and the whole of the second is 
chargeable on the amount of the profits of the first year, 
Thus, suppose ‘‘ J.’’ took the practice over as from May 
5th, 1934, and made £900 “‘ profits ’’ for the first year. His 
liability for the eleven months to April 5th, 1935, would be 
based on 11/12 of £900—that is, £825—and for the year 
to April 5th, 1936, on £900. The “‘ first year ’’ is obviously 
fair enough. As regards the second year he has the option 
under Section 15 of the Finance Act, 1930, of having the 
assessment adjusted to the actual year’s profits, but if he 
exercises it the third year’s assessment also will have to be 
adjusted similarly. Generally speaking the option is not 
often exercised, as the second year’s profits are not normaily 
appreciably less than those of the first year ; if they are 
more the basis operates to the taxpayer’s advantage, 


LETTERS, NOTES, ETC, 


A Cranial Chasm 

Mr. Ronarp D. Davis (a mis- 
sionary of Shigar in Kashmir) 
sends the snapshot of an Indian 
which we reproduce here. He 
writes: This man has a _ piece 
out of his skull, and has been 
in this condition for four years 
now. It is remarkable how he 
is alive at all. One can look 
into his skull and see all the 
veins, etc., all throbbing. The 
local doctors are afraid to touch 
it. What would suggest 
for treatment, apart from an 
operation? The whole affair is 
filthy dirty. I would be most 
obliged if any of your readers 
could suggest something. 


Specific Treatment of Acute Sepsis 

Dr. W. M. Crorron (London, N.W.1) writes: I am stimu 
lated to send this letter by the recent pathetic death of 
a young surgeon from acute sepsis. This case and others 
of the same type are certain evidence that the specific treat- 
ment of them by autogenous antigens is unknown to, oF 
ignored by, surgeons and pathologists. Before, during, and 
after the war my surgical colleagues and I treated hundreds 
of cases of acute sepsis at Dr. Steevens’ Hospital, Dublin, 
of the most extreme kinds by active immunization, and my 
surgical colleague, Mr. W. S. Haughton, will bear witness 
that we lost neither a life nor a limb from sepsis. It is 
quite easy to have an autogenous antigen ready in twelve 
hours after making the culture. I am prepared to give 
anyone interested overwhelming evidence of the fact— 
namely, that active immunization is a specific cure for 
acute sepsis. 


Vacancies 
Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 55, 56, 58, 59, 60, 61, 62, 63, 
66, and 67 of our advertisement columns, and advertise 
ments as to partnerships, assistantships, and locumtenencies 
at pages 64 and 65. 
A short summary of vacant posts notified in the advertise 
ment columns appears in the Supplement at page 19. 
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